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INTRODUCTORY 

Gonorrhea is an age-old disease; descriptions of condi- 
tions closely resembling it are found in the most ancient, even 
pre-historic writings. Irom the cuneiform inscriptions lately 
deciphered, it is evident that Esarhaddon, king of Syria (681- 
668 B.C.) suffered, from it. Disconnected, but unmistakable 
descriptions of the disease are to be seen in the Ayurvedas long 
before syphilis is mentioned in Eastern medical writings. 

Gonorrhcea has for long seemed to me to be a misnomer 
and [ venture to hope that other urologists also hold the view 
that it is a relic of a misconception, among others, of the origin 
and pathology of the disease. The term implies a catarrhal 
condition of the gonads or the genital tract causing an outflow 
of semen. Light dawned on later observers as we find 
Avicenna (10th century) opining that the discharge was at 
least partly due to ulcerations in the urinary tract and later 
still (12th century) Maiman of Cuno as a result of closer study 
was the first to observe that the discharge was different in 
character from semen. If we _ re-christen gonorrhea as 
‘Neisser’s disease’, or perhaps better still ‘neisseriasis’, and the 
gonococci ‘neisserian diplococci’, we would not only be doing 
justice to the discoverer of the causal organism, but give the 
disease the significant and inclusive designation it deserves. 
Gonorrheea, as will be seen later, is not only urethral or genital 
infection, but it has proved to be a systemic invasion by the 
neisserian diplococci and its toxins just as leishmaniasis, 
amoebiasis or trichiniasis mean infestation by specific organisms. 
On this analogy ‘neisseriasis’ would not only be the appropriate 
but more rational designation for the conditions produced. 
From such antiquity the disease has been inflicting its scourge 
on humanity; the causal organisms, seemingly unscathed and 
harboured in human tissues, varying their morphological phases 
for adaptation and self-preservation, have been crippling, maim- 
ing and disabling their host and thus adversely affecting 
individual efficiency and national manpower. And this has 
perpetuated in spite of the laudable efforts of scientists and 
clinicians in the domain of pathology and bacteriology, medicine, 
surgery and gynecology. In this category we cannot by-pass 
the admirable work of our American colleagues, particularly the 
American Neisserian Society, one of the foremost organizations 
for the advancement of our knowledge of this subject. 


— 19 


CALCUTTA 





In the Ayurvedas, the earlier manifestations of the disease 
are described in detail but the accounting of later conditions, 
sequelz and complications are scrappy, these being attributed 
to other causes; the Ayurvedists and Unanists claim that 
the rarity of complications was due to their non-interfering, 
symptomatic and expectant methods of treatment and the 
exclusion of unavoidable trauma liable to be caused by local 
treatment. There may just be a semblance of truth in it, but 
the other side of the picture cannot be overlooked. It is more 
likely that the ever-advancing methods of clinical and laboratory 
investigations not being available to them, it was hardly 
possible for them to correlate the later stages of the disease 
and its causative factors, Let us not, however, underrate the 
damage caused to the urethra already traumatised by the 
invading bacteria by uncalled for instrumentation and chemicals 
by over-zealous urologists. We shall revert to this subject 
later. It woyd be interesting though, to refer to the view 
which places gonorrhoea in the group of self-limited diseases, 
at any rate in the male. How many of these cases are 
asympomatic latent cases and are thus potential ‘carriers’ of 
infection are matters for investigation and scrutiny. 


WHaAT Is GONORRHOEA 


Gonorrhcea in the male initially implies an outpouring of 
urethral discharge, a specific urethrorrhceaa or mucorrheea, 
caused by a specific microbic infection: there are however, 
exceptional cases of ‘dry’ gonorrhoea; in these cases there 
may be no discharge or perhaps too issignificant for the 
casual patient’s notice; besides, there is in such cases a fair 


percentage of ‘incubation stage infection’, Laboratory findings 


_in cases of delayed local or metastatic manifestations may 


indeed be the first clues to the diagnosis. Some of these cases 
of asymptomatic carriers, belong to the groups of the so-called 
self-limited cases or cases having had irregular, interrupted 
or sub-curative treatment. Gonorrhcea and its complications 
are thus becoming problems of ever-increasing importance. 
Close clinical and laboratory investigations of obscure and 
indeterminate complaints not infrequently lead one to the dis- 
covery of neisserian cocci and their associates as the originators. 
He is a lucky urologist who escapes criticisms for avoidable 
oversights in these matters. The bare advent of gonococci in 
the tissues does not induce early clinical symptoms; these are 
produced by toxins liberated by lysis of both the tissue cells 
(endotoxins) and of the organisms themselves, that is, by 
cytolysis and bacteriolysis. After gonococci complete their 
life-cycle, they undergo lysis and a fresh lot start the process 
again and so on. Thus bioblastic processes of tissue cells 
work pari passu with biolytic activities of the organisms. The 
result is a discharge consisting of cytolysed elements with 
degenerated cells (W.B.C. and epithelial cells), plus exuded 
serum, plus gonococci, etc. These gonococci are either extra- 
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cellular on the subsurface because they work through the 
intercellular lymph spaces or intracellular which are on the 
surface. These histopathological facts are based on experi- 
mental and clinical data. 


Environmental conditions may temporarily alter morpho- 
logical characters of gonococci caused by biochemical processes 
though they may eventually revert to their original characters. 
Take for instance the effects of chemotherapy. Sulphanilamides 
(S.N.M.) may ‘scotch’ the gonococci, altering their morpho- 
logy and their staining and cultural qualities, thereby misleading 
us; that is why a good deal of caution is necessary in laboratory 
diagnosis. 

The spread of gonococcal infection is not just by mechanical 
surface or subsurface extension, but by progressive metastasis 
via hematogenous or lymphogenous routes which may even- 
tually give rise to bacteremia, pyemia, even endocarditis and 
in these cases blood cultures not infrequently yield gonococci. 
Gonococcal urethritis is thus potentially a septicemic process. 


Case Report 1—A young married lady with symptoms of 
septicemia came under joint consultation (several physicians 
and surgeons). For the first two days, the usual treatment was 
not of much avail. Her husband admitted neisserian history 
to me; tests were made and though the vaginal and cervical 
smears were negative, her blood culture proved positive to 
gonococci which gave us a lead to diagnosis and treatment. 
This is apparently a condition due to gonotoxins liberated by 
latent foci. x 

There is a condition of superinfection in gonorrhoea. We 
shall take three cases (A), (B) and (C). (A) infects (B); 
(A) can also be infected by (C) by a different strain of 
gonococci and also by (B) his own strain which may have 
attained an added virulence or undergone bioblastic alterations 
while passing through (B). 


STATISTICAL DATA 


American and European statistics give rather astounding 
averages: of all males, 50 to 60 per cent are infected some time 
in their lives; in large cities and industrial areas, 80 to 95 per 
cent; 20 per cent of married men have had gonorrhoea, of this 
50 per cent sub-cured or latent cases infect their® wives or 
partners. : 

Ratio of gonorrhoea: male and female 16 to 1, complica- 
tions in women being much higher. 20 per cent to 40 per cent 
of infected women have their immediate or remote happiness 
endangered. 25 per cent cases of puerperal sepsis originate in 
gonorrhoea. 50 per cent of gynecological operations are for 
acute or chronic lesions of gonorrhoea. There is a_ high 
percentage of chronic semi-invalidism due to local or metastatic 
complaints in infected women who do not undergo requisite 
gynecological treatment, remedial or operational. 25 per cent 
of all blindness can be traced to neo-natal gonorrhceal ophthalmia. 
Gonorrhcea not only sterilizes most females but many men. 
There is a large number of one child or total sterility in 
gonorrheeic couples. 

The above reports are collected from statistical figures of 
American and European Social Service Organizations co-operat- 
ing with Public Health Departments. The monetary incapacity 
and life values of this disease are evidently more appreciated 
in those countries than by civil administrations here. The 
casual statistics available here are hardly dependable and 
accurate. From personal experience of urologists and such 
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data as are available in V.D. clinics, we are led to think that 
the total percentage is certainly as high, if not higher, and the 
ficidence of uncured or sub-cured and latent cases would pre- 
sumably be much higher, among other things, due to marital 
relations, endorsed or otherwise by social ethics or scarcity of 
V.D. centres or both. Re-marriages due to barrenness 
originating in the infected husband’s indiscretions are prolific 
causes of the spread and perpetuity of infecton. These are 
some of our common experiences in this country. The serious- 
ness of chronic gonorrhcea is further emphasised by the long 
period of its infectiousness, its latency, the uncertainty of cure 
and want of appreciation on the part of the patient that in 
order to give him a safety zone assurance, his physician must 
put him and his marital partner as well through a regular, 
intensive and full course of treatment, spread out over a long 
period. 

In this connection a few illustrative cases relating to the 
after effects of chronicity and latency will be interesting. 


Case Report 2—A young European bachelor, engaged to 
a girl of a family I knew very well, came to me for the cure of 
an inguinal swelling diagnosed as irreducible omental hernia, 
in order to qualify himself for matrimonial fitness. History 
of V.D. denied. Laboratory tests including urine. analysis: 
nothing abnormal. Examination: the swelling proved to be 
varicocele with lymphangiectasis of the left spermatic cord. 
Operation: excision and plastic repair of inguinal canal, 
uneventful course. A short time after his marriage he 
reported that he had urethral discharge which he attributed 
to an infection from his wife. Neisserian cocci found. After 
anterior lavage and prostatic and vesicular strippings, gonococci 
were cultured from the fluid. As by this I could convince him 
of old, latent infection, he admitted that he had urethritis 
25 years ago and having been certified cured, he had given 
me a negative V.D. history. I have always reproached myself 
for not subjecting him to this test before sanctioning his 
marriage, particularly with the daughter of an old friend and 
patient of mine. The wife’s infection was fortunately super- 
ficial. The husband, quite penitent now, submitted himself to 
treatment. They are happy parents now. This illustrates how 
a latent infection is stirred up, years later by early marital 
sexual activities. 


Case Report 3—A commercial magnate of Calcutta had 
several courses of treatment here and for a final course and 
tests for cure, consulted specialists in the U. K. There, he 
had varied methods of treatment including vesicular lavage 
and instillations by vasotomy. He returned to Calcutta with a 
clean report. Some time after this, ten years after infection, 
he came under my observation for lumbosacral pain and a 
vague discomfort in the deep urethra. Slide and culture reports 
negative. P.R.: a few nodes in the prostate. After two weeks 
of treatment with indifferent results, endoscopic examination 
revealed minute granulations in the midprostatic urethra. 
These were punctured and the fluid drawn by negative pressure 
revealed neisserian cocci. There was no history of fresh 
exposure. 

Case Report 4—An army officer in active service had full 
courses of treatment for gonorrhoea in military hospitals here 
and pronounced cured. Two years later, when in U.K. on 
‘home leave’ consulted specialists and had further treatment. 
After some years, when again on ‘home leave’, had further 
treatment and with the consultant’s. permission got married. 
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Some vague trouble returned soon which roused his suspicion 
and he consulted me. Urethroscopic examination: two soft 
strictures and chronic littritis; this caused tender areas in the 
urethra causing spasms and disturbed micturition. Urethro- 
prostatic massage on a steel bougie yielded a clear fluid negative 
to slide examination, but positive to gonococci in cultural tests. 
Wife had cervical erosions but fortunately only secondary 
organisms on culture. 

Case Report 5~A married lady consulted for persistent 
rectal irritation in spite of previous treatment: lavage, cautery 
and even excision of a ‘tumour’ (?) etc. Examination: P.R. 
mucosal “congestion, some epithelial desquamation. P.V.: 
cervical catarrh; on vaginal mucosa, leukoplakial patches. 
Smear: secondary organisms. Culture: gonococci. History: 
husband had gonorrhcea ten years before marriage; certified 
after treatment, fit to marry. 


Tue UROGENITAL TRACT 


It would perhaps be desirable to refer to the anatomy and 
physiology of the urogenital tract in as much as it would con- 
cern our present consideration. For a _ bird’s-eye view of 
the functions of this tract, it may be classified as follows :— 

(a) Genital, seminal and urinary: the penis and the male 
urethra. 

(b) Genital and seminal: the accessary sex glands namely, 
the prostate and Cowper’s glands and urethral (littre) glands; 
the testicles and epididymis. 

(c) Urinary only: the bladder, ureters and kidneys (and 
the female urethra). 


THE PENIS 


Physiological engorgement and disgorgement during erec- 
tion lead to an interchange of blood between the superficial 
and deep sets of venous networks; thus, besides the usual 
lymphatic route of infection, blood from the infected urethral 
mucosa, submucosa and periurethral tissues may carry infection 
to corpus penis giving rise to spongeitis and, cavernitis. These 
are anatomical factors; the character of pathological changes 
depend upon the acuteness or chronicity of the process. 
Thrombophlebitis and lymphangitis may give rise to acute 
inflammatory non-suppurative phenomena or suppurative pro- 
cesses such as abscesses, fistulz, etc.. Subacute and chronic 
changes give rise to circumscribed and occasionally diffuse 
fibrosis. 

Case Report 6—An Anglo-Indian lad after a supposed 
‘cure’ of gonorrhcea had a hectic night with alcoholic and 
sexual excesses. This was soon followed by a painful swelling 
in the penoscrotal junction. As the pain and _ suffering 
persisted in spite of local treatment, an incision was made by 
his doctor resulting in smart venous hemorrhage followed by 
oozing for several days and finally by dribbling of urine for 
which he consulted us. On examination: urinary fistula with 
a pinhole opening in the centre of an indurated area, Endos- 
copy: a small pouting granulation with a greyish centrai 
depression. Healing resulted from endoscopic electrocautery 
and local diathermy. 

Case Report 7—A middle-aged man consulted us with 
two independent medical opinions: ‘impacted urethral calculus’ 
‘myositis ossificans’ of the penis. During a rather stormy 
course of gonorrhoea, his penis got much swollen and painful ; 


. . . . . ¢ 
/ it never regained its normal size and consistency and there 












remained two elongated areas of unusual hardness. Palpation: 
localised, unyeilding, woody hardness. Endoscopy: some 
narrowing of the lumen, small patches of leukoplakia. Erection 
was painful and lopsided, the organ undergoing peculiar dis- 
tortions. Sexual connection was not practicable and the 
patient suffered from sex neuroses. Surgical investigation 
disclosed a chronic fibrous cavernitis. 

Another point of anatomical interest is the presence of 
minute openings of the ducts of the paraurethral glands at 
the external urinary meatus often requiring magnification to 
identify. I can recall several cases of urethral auto-infection 
from! organisms harboured in these ducts. This also applies, 
though perhaps to a less extent, to Tyson gland infections, 
.which are, however, more easily disclosed by palpating the 
frenum. Other sources of reinfection of urethra are from 
small papillomata (gonorrhceal warts), leukoplakial patches on 
the glans and frenum and old balanitis and _ balanoposthitis 
particulagly of the chronic desquamating type. 


Case Report 8—An Officer, 42, married. Very old history 
of urethritis. Having obtained doctor’s sanction after full 
course of treatment, marries. Wife develops a vaginal discharge 
and dysuria. Examination: cervical erosions, profuse discharge. 
Skene’s tubules pouty, buds of granulation and leukoplakial 
patches on mucosa. Slides and cultures: positive to gonococci 
and ‘secondaries’. Prolonged treatment: lavages, instillations, 
diathermy and S. W. inductothermy. Vaccine, theelin injec- 
tions, etc. Later, successive tests negative. Months later, 
discharge returns and positive tests. On this occasion on 
examination: husband’s prostate smear negative; minute papil- 
lomata on franum preputii expressed juice from which was 
positive to gonococci and secondary organisms. These were 
desiccated by electrosurgery needle. This has _ evidently 
eradicated the evading foci of infection as there have been no 
other complaints and laboratory tests have been negative since. 





















































Tue URETHRA AND THE BLADDER 


Urologists realise that endoscopic findings and clinical 
experience do not invariably conform to the anatomist’s 
descriptions. Likewise, his deductions regarding the neuro- 
muscular mechanism and hydrodynamics of micturition do not 
tally with the physiologist’s conceptions. 

The female urethra is entirely urinary in function, is 
shorter and anatomically simpler. In spite of this, female 
gonococcal urethritis is not at all uncommon; it often escapes 
our vigilance and its treatment requires delicate manipulation. 

The male urethra, however, is a different proposition and 
its study is important for many reasons. It is a long channel 
with variations in its lumen which adapts itself to alterations 
caused by the erectile tissues and extrinsic and intrinsic 
muscles. 

The male urethra may be divided for present purposes 
into: the anterior (spongy) urethra consisting of the meatus, 
fossa navicularis and the pendulous and bulbous portions and 
is under the control of its intrinsic muscles and the bulbo- 
cavernosus; the posterior urethra having two portions, the 
membranous part which may be called the ‘muscular’ urethra 
and the prostatic part which may be called the ‘glandular’ 
urethra. Proximal to this is the vesical neck with its sphincter. 

The prostatic portion has two layers of (intrinsic) 
involuntary muscular fibres, the superficial layer and a deep 
layer which is in a way incorporated in the substance of the 
prostate. The superficial layer gives a coating to the urethra 
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and are carried by it beyond the prostatic portion. Some fibres 
of this muscle are continuous with the circular muscular fibres 
of the bladder above and with those of the membranous urethra 
below. Further, these fibres radiate out into the substance of 
the lateral lobes of the prostate. Incidentally, it may be 
mentioned that this muscular arrangement may have something 
to do with prostatism in the so-called senile prostate. Among 
other intrinsic muscle fibres may be mentioned muscle bands 
running from the ureteral orifices and passing through the 
internal vesical sphincter to the main intrinsic muscles on the 
floor of the membranous portion. 

The extrinsic (voluntary) muscles. The compressor 
urethra, the ‘cut off’ or ‘shut off’ muscle which envelopes the 
membranous urethra is by far the more powerful being able 
to withstand five feet of hydrostatic pressure. This muscle 
demarcates the anterior from the posterior urethra and in 
ordinary circumstances, purulent matter, if any, is held back 
by its tonic sphincteric action. Thus, the anterior usethra is 
like a blind pouch between the external urinary meatus and 
this muscle.” The bulbocavernosus muscle, otherwise called 
accelerator urine or ejaculator urine is a weaker muscle, its 
function being to eject both urine and semen. The contraction 
of this muscle being voluntary, the point of clinical interest is 
that a powerful contraction of this muscle might spread infec- 
tion during the second coitus following shortly after the first. 
The compressor urethre muscle is susceptible to mental 
inhibitions and it is therefore important that its reflex contrac- 
tion be overcome for endoscopic investigations and intra- 
urethral medication. If this precaution is ignored, avoidable 
trauma may be causéd to the tract. 

The lumen of the urethra. As it has been said, the lumen 
of the urethra is variable, the narrowest portions being the 
external urinary meatus, the necks of the navicular fossa and 
of the bulb, that is, the bulbomembranous junction, in other 
words the junction of the anterior and posterior urethra. The 
widest portions are the fossa navicularis, the bulbous portion 
and the middle of the prostatic urethra. In urethral instru- 
mentation, obstruction will naturally be felt in these three 
narrow calibers. With reference to the feeling of obstruction 
by the tip of the instrument, it may as well be mentioned here 
that it may also be caused otherwise, namely by the lacunz, 
particularly the lacuna magna, due to reflex contraction of the 
compressor urethrz muscle, and voluntary contraction of the 
bulbocavernosus and lastly at an irregular depression into which 
the superior crista of the verumontanum merges in the prostatic 
fossa. 

Urethra] crypts and glands. In the anterior urethra are 
located the lacune urethralis, otherwise called crypts of 
Morgagni which are indentations or invaginations of its 
mucous membrane; there are about 20 of them, the smaller 
ones being situated laterally and on the floor of the urethra 
and the larger ones in the midline of its roof, the largest 
being lacuna magna in the fossa navicularis. The clinical 
importance is that in gonococcal infection, the openings of 
these lacune are apt to get blocked and give rise to the so- 
called ‘urethral cysts’. 

Littre’s glands in the submucous tissue vary considerably 
in size and number, the larger ones being situated on the roof 
of the penile urethra. The typical ones-are numerous in the 
anterior urethra, and rudimentary ones in the membranous 
urethra. These glands discharge their contents into the urethral 
mucosa and the lacune. It must be remembered that their 
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numerous ducts are directed backwards in the penile urethra 
and forwards in the bulbous urethra. It is of clinical import- 
ance to remember this fact while massaging these glands to 
express their contents and the utility of a back-flow instillating 
or irrigating apparatus. 

The urethral mucosa. Vulnerability of the 
mucosa to gonococcal infection and the predilection of the 
cocci and its toxins for specific types of epithelial cells, have 
been subjects of much speculation. The submucous connective 
tissue contain elastic fibres which run into the erectile tissue 
of the penis and thus establishes an anastomosis between the 
subepithelial lymph spaces of the mucosa and those of the 
erectile tissues. The cellular susceptibilities depend on various 
factors; for instance, the flatter the superficial cells, the more 


urethral 


resistant they are; stratification of cells is protective. Drainage 
facilities, however, would naturally affect infection. The 
mucosal surfaces of different areas behave differently to 


gonococci and their toxins. Considering the epithelial lining 
of the navicular fossa as squamous, of the penile portion as 
columnar and the transitional type of the posterior urethra, it 
will be seen that the penile urethra would be more susceptible. 

The glandular epithelium of the .penile urethra being of 
columnar or cuboidal type, is considered resistant to contact 
infection of gonococci; it must be remembered though, that 
the intercellular lymph spaces carry infection, particularly if 
there is deficient drainage and cytolysis, exposing these 
spaces through which the organisms themselves or their toxins 
may gain access to the glandular elements and then so block 
the minute ducts as to harbour the organisms more or less 
indefinitely in the glandular and periglandular tissues. Though 
the bulbous urethra has fewer glands, it being the 
part of the urethra, would hold back 


material in this pouch, and involve those glands. 


most 
dependent infective 

The prostatic urethra demands special consideration. This 
is the third fusiform enlargement of the urethra and extends 
from the vesical orifice to the external vesical sphincter ; while 
the roof and sides are fairly uniform, the floor has in it a 
special structure, the verumontanum which is a spindle-shaped 
elevation having designations namely, urethral , crest 
(crista urethralis), colliculus seminalis and caput gallinaginis. 
It tapers proximally and distally into the superior and inferior’ 
cristee which after fan-like plications merge into the smooth 
mucous surfaces above and below. The superior crista ends 
in an irregular depression called the prostatic fossa; into this 
opens the ducts of the middle lobe of the gland and is of clinical 
importance as in instrumental examinations the tip of the 
instrument may dip into this and find obstruction. At the 
summit of verumontanum is the sinus pocularis or utriculus 
prostaticus (the male uterus) which is just a cul-de-sac or 
recess, narrow The ejaculatory 
ducts passing through the verumontanum opens on either side 
of the sinus pocularis. On either side of the verumontanum 
are the prostatic sinuses into which the numerous prostatic 
ducts open. The verumontanum is of much clinical import- 
ance. It has been called the ‘sexual heart’ and pathological 
conditions either of its mucosal covering, sinus pocularis or 
the ejaculatory ducts give rise to diverse clinical phenomena. 
Endoscopically, spots of granulation or polypi may be seen 
projecting from the mucosa. Inflammation, cysts and abscesses 
of the utricle give rise to sexual disturbances, either directly 
or not.infrequently due to reflex effects on the ejaculatory 
ducts. Occasionally, in the glandular elements of the utricle, 


other 


below, widening upwards. 
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corpora amylacea are found; and in view of its embryological 
origin from the uterovaginal canal, it may even be an accessory 
prostate; it certainly produces an alkaline secretion. Though 
it has been considered by some that excision of verumontanum 
does not affect sexual functions, practical experience does not 
support this view as we very often see cases of sexual disabi- 


lities originating in lesions in the verumontanum. I shall 
here relate some cases. 
Case Report 9—A case of ejaculatio precox. A young 


Jew with a history of ‘cured’ gonorrhoea, suffered from prema- 
ture ejaculations after his marriage. Therapeutic measures 
had’ failed; endoscopic examination revealed granulations on 
the verumontantum mucosal congestion. On these being 
cauterised, his power of retention considerably improved. 


Case Report 1o—A case of painful ejaculation. A middle- 
aged man (married) complained that his trouble which com- 
menced as a vague discomfort during intercourse, eventually 
Nothing abnormal beyond some conges- 
prostatic urethra was discovered. By 
applying intra-urethral negative pressure by Alport suction 
apparatus followed by instillations, this was relieved. No 
history of extramarital. exposure or infection. As his wife 
had some vague complaints, she was examined and some 
erosions and ulcers were detected in the os and cervix apparently 
due to accidental postnatal infection. 

; Case Report t1r—A Padre (single), suddenly developed 
annoying nocturnal erections and frequent ‘wet dreams’. A 
small polyp detected endoscopically in the prostatic urethra 
Its avulsion cured 


became quite painful. 
tion of the floor of the 


evidently used to.‘tickle’ the verumontanum. 


that condition. 


Case Report 12—An adolescent lad got into an uncontroll- 
able habit of masturbation and as psycho-ethical influences and 
medicinal treatment would not cure it, an endoscopic examina- 
tion was made which disclosed valvular (congenital) obstruc- 
tion in the prostatic urethra. This was divided by internal 
urethrotomy and the urethra dilated which cured him of his 
nasty habit. 

In some cases similar conditions of the verumontanum 
proved to be the cause of heemospermia. I remember such cases 
put right after dilatations and instillations relieving the sufferer 
of his anxiety due to a previous diagnosis of tubercular 
spermatocystitis (vesiculitis). 

The Bladder is a midway reservoir for utine between the 
upper and lower tracts, its main function being storage and 
continence of urine. There is some divergence of opinion about 
the sectional topography and nomenclature of the free and 
dilatable portion of the organ, apparently due to alterations in 
its contour and disposition according to its fluid content. The 
bladder has been divided into superior and inferior, anterior and 
posterior and two lateral aspects, the fundus, the dome and its 
apex and the neck. Naturally, these areas overlap and are 
topographically confusing. For our purposes, it would suffice 
to demarcate the superior part as the dome with its summit as 
apex, the lateral parts which merge into anterior and posterior 
(anterolateral and posterolateral), the base or the 
fundus, the vesical trigone and cervix. In cystoscopic examina- 
tion air bubbles are seen in the anterior aspect. The prevesical 
space, called the Space of Retzius, is the area between the 
attachments of the prostate and bladder to the symphysis 
below, to the origin of the urachus above and posterolaterally 


aspects 
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to the rectum; it is of surgical importance for mobilization of 
the bladder; the areolar tissue contained in it is liable 
to harbour and spread infection often causing pericystitis. 

The bladder has been likened to a toy-balloon with a stem 
or the mouthpiece representing the neck which forms the inter- 
nal urinary meatus; of any portion of the bladder it has the 
most dependant position in the pelvis. This neck can be 
palpated P.R. round an instrument in the urethra in a line 
joining the symphysis pubjs and the tip of the coccyx; clinically, 
due to their close anatomical and functional relationships, the 
neck with the trigone and the prostatic urethra constitute a 
callective diagnostic problem when one or other of the structure 
is involved. The main portion or body of the bladder is sup- 
ported by the pelvic floor though it gets some suspensory 
support from the umbilical ligament or urachus anteriorly and 
the two ureters posterolaterally. Its neck, however, is better 
supported and in a way fixed anteriorly by the pubovesical or 
puboprostatic ligaments, which are fibromuscular bands, and 
posteriorly by strong rectovesical connective tissue. 

The mucosa of the bladder lined with transitional epithelium 
is suitably adapted for all stages of contraction and dilatation 
of its walls. It does not contain any glands, the gland-like 
appearance seen on cystoscopic examination represents small 
submucous cysts known as ‘cystitis cystica’ which originate from 
the cell-nests von Brunn. Muciparous are 
abnormal structures in the bladder wall and may be of prostatic 


1 
} 
of glands rare 
origin (accessory prostates), 


The 


The detrusor urine, constituting the main thickness of its wall 


musculature of the bladder is confusingly interesting. 


is a continuous muscular wall; it can be but indefinitely distin- 
guished as a middle circular and external and internal longi- 
tudinal layers as the direction of fibres vary according to the 
These different fibres take 
their origins below, from the pubic bone, the base of the pros- 
tate and the neck of the bladder itself and spread upwards in an 
In distal urinary obstructions, the fibres 
are liable to undergo hypertrophy and may fasciculate givine rise 
of its 
mucosa resulting in sacculations which may harbour phosphatic 


degree of distension of the bladder. 


interlacing manner. 


to trabeculations of the bladder wall and protrusion 


and other concretions and detritus seen on cystoscopic examina- 


tions. The circular layer is the more complete of the three and 


the longitudinal fibres are thickest in midline. The three layers 


may he collectively considered as one muscle; they form the 
detrusor ring at the neck which contribute substantially to the 
internal sphincter and is fixed to the symphysis pubis by the 
pubovesical (puboprostatic) ligaments and serve as an 
anchor. The longitudinal hands enter the vesicoprostatic 
groove, encircle the urethra in loops to form the external 


urethral loop; though called by Henle the ‘external vesical 
sphincter’, these apparently represent the urethral sphincter ; 
they contribute to the muscular elements of the prostate, the sub- 
mucous urethral layer and to the muscular fibres of the neck 
in a circular manner. They also compose the muscular fibres 
of the pubovesical ligaments. The internal vesical sphincter 
is not circular but of a complex disposition ; it acts as an involun- 
tary muscle to close the outlet of the bladder and continues to 
act even after prostatectomy and dysfunctioning of the external 
sphincter. 

The trigonal muscle is formed by a fanwise spreading out 
of the longitudinal fibres on the dorsal aspect of the ureters; 
the two opposite sets of fibres anastomose to form the musculus 
trigonalis and later end as loops in the prostatic urethra to 
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combine with the detrusor fibres of the neck. The anatomical 
disposition of these muscle bundles indicates that the trigonal 
region belongs to the ureters and the urethra and has become 
incorporated in the bladder. The striated and _ unstriated 
sphincteric fibres beneath the trigone, in a way, represent the 
muscular wall of the posterior urethra and take a significant 
part in the action of the bladder muscle in the sphincteric 
mechanism. 

The external sphincter is formed of striated muscle and is 
composed of three parts: (1) the portion from the anterior 
surface of the prostate running in a circular manner to its 
apex where they encircle the urethra; this has been called the 
‘sphincter externus vesice’; (2) the urethral portion between 
two layers of triangular ligament, apparently a number of the 
prostatic fibres, enclosing the membranous urethra to meet in 
the posterior raphe and is the ‘sompressor urethre’ muscle; and 
(3) the urogenital portion of the deep transversus perinei 
muscles on either side (Guthrie’s muscle) alsc between the two 
layers of the triangular ligament. 

In this connection we have to consider other urethral and 
perineal muscles, namely the bulbocavernosus (accelerator 
urine), the prostatic fibres of the levatores ani, the recto- 
urethralis and the urogenital diaphragm. These structures act 
as accessory factors in giving continence and in initiating and 
completing the act of micturition. 

Thus the hydrodynamics of micturition, that is continence 
and voiding of urine consist of complicated and somewhat 
obscure mechanisms and as we are confronted with cases of 
dysfunction in urogenital infections, particularly in gonorrhcea. 
we shall summarise the present day knowledge of this stbject. 
The two processes depend on the complex action of several 
reflexes and are disturbed in urogenital infections and their after- 


_ effects. 


Continence of urine in the bladder depends on:—(1) In- 
voluntary relaxation of the detrusor muscles; (2) tonic and 
possibly, voluntary contraction of the internal sphincter; (3) 
voluntary contraction of the external sphincter; (4) voluntary 
contraction of the accessory muscles of the urogenital 
diaphragm. 

The factors involved in the act of micturition or emptying 
the bladder consist of the following: (1) Straightening of the 
prostatic urethra by voluntary depression of the internal 
sphincter. (2) Relaxation of the two sphincters and contrac- 
tion of musculus trigonalis and pubovesicalis, thus releasing the 
mechanism of closure. (13) Contraction of detrusor muscle 
synchronously with trigonal contraction which in a way in- 
vaginates the upper pole of the bladder into its cavity. (4) In- 
crease in intra-abdominal pressure by the contraction of 
abdominal muscles and the diaphragm simultaneously with the 
detrusor contraction. (5) Completion of the act by emptying 
the bulb by ejaculatory mechanism which émpties the urethra 
and avoids dribbling. 


This mechanism of micturition has been likened to the . 


functions of a double-bulbed syringe, the proximal bulb being 
the bladder and the smaller distal bulb, the bulbar urethra 
which superimposes the barrel of the syringe. 


Though the bladder holds urine even for long periods, in 
human beings with a normal bladder there is not much evidence 
of fluid absorption. Some drugs, it is said, are absorbed by 
the normal vesical mucosa. The posterior urethra on the other 
hand is much more active in absorbing. Inflammation (cystitis) 
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renders the bladder permeable. Alkaline urine is more likely 
to be absorbed than acid urine and has been supposed to cause 
absorption-uremia. 

Functionally, the trigone (trigonum vesicze) presents some 
interesting features for consideration. Its musculature (musculus 
trigonalis) plays an important part in its structure and functions. 
The longitudinal (smooth) muscle fibres of the dorsal walls of 
the ureters spread fanwise and anastomose in the middle to 
form the musculus trigonalis, pass through the detrusor ring of 
the bladder, and as urethral loops terminate in the prostatic 
urethra. In their passage, they leave some anatomical land- 
marks as viewed by the cystoscope. Its interureteral ridge 
forms the upper boundary of the trigone (Mercier’s bar). 
The fibres pass obliquely down from the lateral ends of ureteral 
ridges, (Bell’s muscles) and as they converge at the apex, they 
form a rounded elevation on the mucous membrane, known as 
Lieutaud’s uvula to terminate in the prostatic urethra. The 
musculus trigonalis being superimposed on the detrusor muscle 
of the bladder renders the trigone the thickest part of the bladder 
wall. The trigone has no submucosa, the smooth mucous 
membrane being firmly attached to the muscular coat and 
irrespective of vesical dilatation, it does not turn into folds like 
the mucosa of the bladder wall. This and its deeper red colour 
which renders the underlying blood vessels less distinct distin- 
guishes it from the rest of the bladder mucosa. 

The trigone almost invariably bears the brunt of infectiop 
of the bladder often associated with neglected or meddlesome 
treatment of posterior urethritis. The bladder which is lined 
with transitional epithelium and is freely dilatable is much less 
frequently infected unless there is urinary stasis and chemical 
or instrumental trauma. On the pther hand, the fixed and un- 
dilatable trigone is more readily infected, particularly if the 
so-called trigonal glands are involved but somehow or other it 
manages to get rid of the infection if posterior urethritis and 
distal obstructive elements, if any, are remedied. Trigonitis 
in women is a common complication of adnexitis and the latter 
must be treated for a cure. Pain at the end of micturition when 
the bladder contracts down on the trigone, felt more in the day 
than at night is a common symptom of trigonitis. The urine 
may be clear with a few W.B.C., but, with some R.B.C. 
‘floaters’ and shreds are seen in chronic cases. Cystoscopy 
which should be undertaken with caution and care, reveals its 
intensely red and hyperemic mucosa which is quite in contrast 
with the appearance of the bladder mucosa if it is not involved. 

With reference to the hydrodynamic process of the 
urogenital tract, a few further facts which may explain ab- 
normalities in the flow, that is the proximal to distal current, 
are worth mentioning as these may have important precautionary 
bearing in infections of this tract. The flow is initiated, directed 
and controlled by intramural and extramural pressures and by 
gravity. For clinical considerations, backflows from the 
urethra, the bladder and the ureters are important but for present 
purposes urethrovesicular and vesicoureteral reflux will be 
considered, 

Urethrovesicular (seminal) reflux is not uncommon with 
abnormal openings of the ejaculatory ducts or if there is 
reversed peristalsis. In these conditions urine and septic con- 
tents of the urethra may find their way into the ducts and the 
vesicles and explain recurring vesiculitis. 

The mechanism of vesicoureteral regurgitation is quite 
interesting. The ureteral tubes with thick muscular wall per- 
forate the muscular coat of the bladder obliquely at slightly 
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varying angles and open at either end of the inter-ureteral ridge; 
its muscle fibres eventually contribute to the trigonal muscula- 
ture. The intramuscular part of the ureter between the narrowed 
juxtavesical portion and its orifice is spindle-shaped (Blum’s 
ampulla) and at its emergence is the ureterovesical valve, a 
lip-like structure; these provide the mechanical factors against 
the backflow of urine into the ureters. Normally, during 
micturition, the ureteric wave is quiescent. The efficiency of the 
valve depends on the normal thickness and functioning of 
Bell’s muscle and the muscles of the trigone and the bladder. 
In some conditions the action of the valve is not sufficient to 
prevent regurgitation into the ureter; this may happen during 
anesthesia, particularly in children; when a patient is placed 
in the knee-chest position; if the urine is voluntarily held in 
the bladder, and during ureteral catheterization. It may also 
happen in certain pathological conditions, such as: trauma or 
irritation (cystitis, vesical calculus, etc) ; back pressure in distal 
tract obstruction, either urethral or prostatic or due to the 
presence of congenital valves, etc. and in conditions of neuro- 
muscular disturbances. In this connection some clinical facts 
have to be noted during treatment and instrumentation; for 
instance, the necessity of aseptic precautions in ureteral cathe- 
terization or in the presence of cystitis and mechanical irrita- 
tion of the bladder by vesical calculi, instrumentation, etc., the 
possibility of reflux and ascending infection is borne in mind; 
further, during urethrovesical lavage, over-distention of the 
bladder or asking the patient to assay micturition when this is 
being done, reflux can take place. In suspected infection of the 
lower end of the ureter, initial knee-chest position of the patient 
and change back into dorsal position is helpful to allow the 
antiseptic solution which had entered the ureters to escape; 
this to some extent would wash out the ureters, at any rate their 
distal ends. 

To be continued 
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“The symptoms do not correspond to the pathological 
condition. Cases with mild symptoms may have a gangrenous 
appendix while those with extreme rigidity of the abdo- 
men and rise of temperature may have a relatively mild 
inflammation. Constant vomiting is a bad feature. 

“If the abscess has to be opened, it takes about six weeks 
before it heals up and still the appendix has to be removed 
at a later date. In children and in those who have taken 
purgatives, the operation is imperative. Obstructive types 
also require urgent removal of the appendix. The mortality 
of early appendicectomy is negligible and the convalescence is 
uneventful.” 
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Contacts—It is an uncontroversial fact, that opportunities 
for contact are the most prolific sources of infection, and 
Lucknow does not lack in such distributors of the disease. 


REMEDY 


Here are some suggestions which would help the 
simplification of the tuberculosis problem in Lucknow. These 
are based on the experience gained by personal contact with 
tuberculous patients and families. Lucknow is a model city 
of our province, and can serve as an example in bringing out 
the difficulties encountered by other cities of our province. 
The statistics surveyed above and the suggestions to follow, 
can apply to any other place of our province with only slight 
modification according to local needs. 


1. The immediate opening of an up-to-date T.B. clinic. 


2. Segregation of the reservoirs of infections. 


(a) Hospitalisation for treatable cases. The T.B. 
hospital should be started without delay. 
(b) Colonization—(i) Incurables. (ii) Occupational . 


therapy and supervision of persons discharged from 
sanatoria. 
3. Raising the age of infection. 


The aforesaid survey has revealed that the age of maximum 
infection is between 8—11 years. If we can tide over this 
age the defence forces of the body will be better suited to 
conquer infection, and utilize it as an aid to immunization. 
This can be done by 

(a) Preventing our children from coming in contact 
with open cases of the disease. (b) The free supply of milk 
practised in Lucknow be more to children of 8—11 years. 
At the same time the quality of milk supplied to children in 
general be better controlled. (c) Eucouraging outdoor games 
in Classes VIII, IX and X. (d) Propaganda amongst the 
public that T.B. patient is very dangerous for children. 
(¢) Regular health examination of students of Classes VIII—X. 


4. Organized home treatment to be universally adopted. 
5. Hygiene to be a compulsory subject and teachers 


chiefly of primary schools should be periodically lectured and 
examined for the knowledge of practical hygiene. 
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TUBERCULOSIS PROBLEM IN LUCKNOW# 


A. J. FARIDI, M.B., B.s., (LUCK.), D.T.M. & H. 


(LOND.), T.D.D. (WALES) 
Lucknow “i 
INTRODUCTION 


To trace our age long relationship with the tubercle 
bacillus, and stressing the magnitude of the tuberculosis 
problem in India, will be harping on an old tune and unneces- 
sarily wasting your precious time. In the following words 
I shall put before you some facts that have been collected 
during 1941 and 1942, by personal contact with tuberculous 
families, and from the observations of a series of Mantoux 
tests performed on 5,012 heaithy persons in Lucknow. 

Lucknow as most of us are already aware is an ancient 
city and has witnessed the pomp and grandeur of the Nawabs 
and Begums of Oudh as their capital. Even to-day it is 
considered to be the most aristocratic city of the province. 
The area of Lucknow municipality is 18 square miles and was 
inhabited by 3,54,560 persons in 1943. The influx of evacuees 
from Burma and Calcutta has raised the population figures 
to over 4,00,000, which works out to 125 sq. feet per head. 
In spite of the fact that the municipal board spends 18-06 per 
cent of its total income on public health measures, the death 
rate is still alarming, t.c., 26-01 per thousand. Out of this, 
in my estimation, tuberculosis is responsible for at least 1/6 
of the total number of deaths per year, when Lucknow is 
known as the city of parks, there being 65 public and more 
than 500 private gardens, which no other city in India can 
boast of having. 

It is practically impossible to estimate correctly the 
amount of medical aid available to ailing thousands in a city 
where Hakims, Vaids, Homoeopaths, nature-cure clinics and 
psychotherapeutists abound. No one can deny that some of 
them know their job well and their popularity attracts a large 
crowd of the sick. The following is a list of the well known 
centres of healing, but there may be many more which inspite 
of meticulous search have remained untraced :— 

Hospital for scientific medicine—7, dispensary, out- 
patients—7, vedic dispensary—13, Tibbi hospitals—7, homeo- 
pathic hospitals—15, practitioners of scientific medicine—150, 
and hakims and vaids—200. Homeceopaths are innumerable, 
practically one out of every ten clerks employed in different 
offices practices homoeopathy. 

The sad fate of tubercular patients, 
sympathy when we try to find out places specially devoted to 
the care of the tubercular patient and his family; there being 
only 24 beds in the King George’s Medical College Hospital. 
The opening ceremony of the T.-B. Hospital built 7 years 
ago is still awaited. The only provincial institution for the 
treatment of T.B. cases is at Allahabad. 

There are 5 types of survey as enunciated by Tuberculosis 
Survey Sub-Committee of India but I will restrict myself 
to type 1 survey only. The purpose of this type of survey 
is to ascertain the distribution of tuberculosis infection in a 
particular area and to find out special groups wliere further 
investigation is particularly needed. The test of Mandel and 
Mantoux which has been approved by the Tuberculosis Survey 
Sub-Committee of India, should be employed. It is practically 
impossible to test each and every person in the city or town 





*Read at the IX U.P. Provincial Medical Conference at 
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malingering. 
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and therefore, utmost care should be taken to ensure that 
the samples tested are as representative as possible. 

It has been my privilege to undertake a Survey Type 
I in the city of Lucknow and this paper is based on the 
experience obtained in the same. 

Difficulties—Before actually starting the work all the 
preliminaries must be settled. In my work much time was 
wasted in correspondence with the authorities concerned and 
personal assurances regarding the after effects of the inocula- 
tion. In spite of all this a few could not be persuaded to 
allow this harmless investigation to be carried out in their 
institutions. For example, in a mill in which this test was 
performed on 20 people in the first instance as a sample, not 
even a single individual suffered from any symptom what- 
so-ever nor was incapacitated in any way. I was not 
permitted to carry on the work due to the danger of employees 
Others were more helpful. They had no 
objection after such demonstrations. In some places I must 
admit, the authorities adopted a very helpful attitude from 
the very beginning. This was so, mostly, in schools where 
on seeing the reluctance of the students to submit to an 
injection, the teachers volunteered first. 

Malingering on the part of the subjects is an obstacle 
to be encountered. 

Among children and a few adults the mere mention oi 
an injection is frightening. No amount of persuasion will 
make them change their mind, and I think it best to ignore 
them, otherwise it sects a bad example and dissuades others. 
These conscientious objectors should be tackled once again at 
the finish of the work. 

Usually the reaction should be observed after 48 and 
72 hours, and if it is negative at the end of 72 hours, the 
verdict of Mantoux negative is justified. But in my series, 
it was observed that a one plus positive reaction persists 
for one week, a two plus for two weeks, three plus for three 
weeks, and four plus reaction can be easily detected after a 
month, the latter two, very often leave a mark which lasts 
for more than three months. Therefore, to say that all those 
reactions that are observed and recorded after 72 hours are 
wrong, is incorrect. In case a higher dilution is to be given 
to a negative case, it should be done within a week of the first. 


SELECTION OF THE AREA AND SUBJECTS 

As has been said before it is practicaily impossible to 
test each and every person in the town or district. Moreover, 
house to house survey will be useless because in order to 
the extent of infection in the different areas or 
communities it will be more helpful to obtain a correct 
estimate of the fresh infection rate. For this purpose, younger 
age groups will serve better. In our investigation, therefore, 
the test was performed on the students of the primary schools, 
and the lower classes of the secondary schools. Primary 
schools are moreover distributed all over the town and hence 
all the areas are automatically subjected to the investigation. 
The subjects tested are similar age groups thereby facilitating 
the comparison of the infection rate in the different areas and 
communities, and assessing the importance of any factor that 
might be held responsible for any appreciable difference in 
the same. The representation of the adult persons and people 
of advanced age must also be secured. For the former the 
students of higher classes in the secondary schools and inter- 
mediate colleges will answer best while for the latter the co- 
operation of the employees in some of the offices should be secured. 

The problem of assessing the infection rate in females 
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is very difficult. Adults and old women cannot obviously be 
available for examination. 
RECORDING OF REACTIONS 


The results should usually be noted after 72 hours but 
as pointed out before the positive reaction remains so for a 
few more days and can be classified into the groups according 
to the severity of the reaction. For noting the size the 
longest meridian should alone be considered. 

It is of great interest and should serve as a sound warning 
for the survey worker to note some unusual reactions met with 
during our survey. 

Flaring of a previous negative response after inoculation 
of a higher dose were noted in six cases of this series. As 
a typical example I would site the case of a Hindu male 
who was completely negative to the first injection but when a 
higher dilution was given in the other arm, both arms showed 
a positive response after 72 hours of the second injection. 

Local immediate urticarial response was observed in five 
instances. Two cases of anaphylactoid reaction were observed. 
Within a few minutes of injection the person felt giddy, 
became pale, burst out in a cold sweat and became semi-con- 
scious. He was given cold water and felt better after 15 minutes. 
When observed after 72 hours there was the usual two plus 
reaction. One case of a hysterical nature was observed. 

I would- also like to point out that in dark skinned 
people, one is likely to miss a positive reaction if he depends 
on sight alone. The slight induration raised above the surface 
can best be felt by passing the fingers over the area injected. 

86 per cent of the positive reactions become manifest after 
the 1:1000 dilution while the remaining 14 per cent require 
the 1:100 dilution. Out of the latter, 3 plus and 4 pius 
reactions comprised only 2-5 per cent and 0-6 per cent 
respectively. It was noted that most of the severe reactions 
were exhibited by the younger age groups. Thus subjects 
below 15 years accounted for 78-5 per cent of the 4 plus 
and 76-3 per cent of 3 plus reactions. 

Necrosis was present in 45 cases and etitaiiidll in 
110. The number and size of the vesicles varied a great deal. 
In a few there was a single blister while in the majority 
there were multiple small vesicles varying from the size of 
pin’s head to that of a pea. A stage milder in intensity was 
soddening and wrinkling of the skin around the site of 
inoculation. 

Survey RESULTS 

With a dense population and high death rate we cannot, 

but expect, to find a high rate of infection. The tuberculin 








test of Mandel and Mantoux with O.T. confirms our 
apprehensions. 
Age Group. Total Cases. No. Positive. 
Up to 5 yrs. .. “a 14 3 (21-4%) 
6—10 ,, 1502 833 (55-5%) 
11—15 _,, 1019 687 (67:5%) 
16—20 ,, 636 492 (77-4%) 
21—25 _,, 318 267 (84-0%) 
26—30 ,, 515 437 (84-9%) 
31—35_,, 383 329 (85-4%) 
36—40 ,, 257 228 (88-8%) 
41—45 _,, 114 102 (89-5%) 
46—50 89 80 (89-5%) 
51 & uboee 165 150 (91-0%) 
Total 5012 3606 (71-9%) 
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These figures are alarming indeed, but do not help us 
much in ascertaining if the disease is stationary or has 
increased, because we do not know the incidence of. infection 
in the past. 

Tuberculo-sensitivity is absent in early life and the per- 
centage of positive reaction increases as we go up the ladder 
of life. Tuberculo-sensitivity is specific and cannot develop 
without contact with the tubercle bacillus. Thus, if we analyse 
the above mentioned statistics still further, into each year of 
age, we would find, as to which age the contact is most, and 
the anti-tuberculous measures if applied to that period of life, 
would bear fruit. This is easy to calculate, if it is kept in 
mind that a person once positive remains so throughout his 
life, the extent of allergy may vary from time to time but 
exists practically forever in that person. 








5—6 yrs. 50-9 per cent positive. 
6—7 ,, 49-6 = ms 
7—8 ,, 48-8 ‘ ss 
8-9 ,, 60-1 = 
9—10 ,, 61-2 = - 
10—11 ,, 68-9 = = 
11—12 ,, 72:5 a m 
12—13 ,, 71:5 ss . 
13—14 ,, 68-0 se 1 
14—15 ,, 73°5 - a 





From the above table it is clear that the maximum number 
of fresh cases occur between the ages of 5—10 years and 
ediminish gradually as we go up the scale of life, maximum 
being between 8 to 11 years. After that age the amount of 
fresh infections diminish due to the fact that most of the 
people have already developed a positive reaction, thus proving 
that most of our children are tuberculinized through contact 
of the infection in the house.. Assuming Von Behring’s 
doctrine that phthisis is the last verse of the song started in 
the cradle, to be only partly true, we should prevent our 
children between the ages of 9--11 from coming in contact with 
open cases of the disease, raise their general health, and direct 
atiti-tuberculosis measures to be adopted duriag that age. 
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Before we get panicky and over-awed by the magnitude 
of the tuberculosis problem in Lucknow, let me tell you the 
state of affairs in other places of India and the world. This 
will be evident from the annexed table. 

The accompanying graph shows this better, and by glancing 
at it we take a sigh of relief in that Lucknow is not so badly 
off, as one would conclude by examining our figures alone. It 
also shows that Cochin China and Philadelphia are worst, 
while in the age group of 5—10 years there is not much 
difference in our, and the children in London. 

71-9 per cent of the total population of Lucknow is 
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76°8 per cent, London 95 per cent and France 89 per cent. 
Chicago, Detroit and New York have the least infection. As 
the result of a strict, scientific and persistent anti-tuberculosis 
campaign in U.S.A., large percentages of young adults are 
now being discovered to be tuberculin-negative when they 
are entering the colleges and universities. 


Causes or HicH INFECTION 


No discussion about the tuberculosis problem can be 
complete unless we decipher some of the causes of such high 
infection and suggest some measures for overcoming them. 

















infected, the corresponding figures in Cochin China are To say that in a malady like tuberculosis, disease is directly 
TABLE SHOWING PERCENTAGE OF INFECTION IN DIFFERENT PLACES 
New York Chicago Phila- . Detroit San-Fran- 
Age group City Illinois delphia Michigan cisco. London Lucknow 
1930-32 1930-31 1926 1929 1925-28 1930-31 1941-42 

5-6 yrs. . 14:55 13-0 37-7 13-3 20-6 24-4 50-9 

6-7 yrs. 14 10-0 43-1 12-6 16-5 44-3 49-6 

7-8 yrs. 17-3 10-7 47-7 16-0 16:1 40-6 48-8 

8-9 yrs. 23-1 14-4 2°2 17-1 16-4 42-0 60-1 

9-10 yrs. 23-7 23-6 63°5 18-1 27-7 46-2 61-2 

10-11 yrs. 30-4 23-6 70-9 22-4 26-2 47-3 68-9 

11-12 yrs. 31:1 22-6 73-1 15-3 38-0 54-4 62-0 

12-i3 yrs. 31-2 16:1 77°6 16-7 39-1 66°7 71-0 

13-14 yrs. 44-1 22:1 77°9 28-3 42-2 55-0 68-0 

14-15 yrs. 42-1 30°5 79-9 16-7 46-6 82-2 73°5 
, welfare of the sick. Efficient railway and bus service connects 
Cochin ; Minne- Lucknow to distant srural areas. The commonest recreation 
aakeur ~~ yg — iicas — ag is the cinema and it is estimated that 25,000 persons visit 
10-15 os 67-5 64-75 81-9 58-3 57 pictures daily. The report of the Municipality for 1942 tells us 
Total 71-9 76°89 89-0 95-0 ae that the building in the eastern areas are ancient, with 





proportional to the infection will not be the whole truth, since 
there are other factors which play an important part in an 
infected person becoming a patient of active disease. The 
important factors, which favour this change are age, urbaniza- 
tion, socio-economic conditions, knowledge of essentials of 
hygiene and contact with open cases. 

I would now. consider as to how much they are responsible 
for the disease in Lucknow. 

Age—The age of maximum fresh infections is between 
8—ll years, and by the age of 25 years 84 per cent are 
infected with tuberculosis, This shows that 2/3 of our children 
contract the infection before leaving the school. 


The average age of the student appearing in the high 
school examination is 12% years and the local schools, in 


order to show comparatively better results, have raised the > 


standard of examination of the 9th class. This means a great 
strain on the students’ health at the age of 11 years. The 
report of School Health Officer, Lucknow, points out the high 
incidence of throat infections in our school children, which is 
a predisposing factor. Games and outdoor exercises are only 
popular in the primary classes or the colleges. Hence the 
tubercle bacillus finding a fertile soil in a child with low 
vitality thrives well. 

Urbanization—Opportunities for infection, are of course. 
more in cities than in rural areas. Lucknow cannot boast of 
being a great: industrial city, on the contrary, it has three 
mills of arly significance. It is the seat of Government, higher 
education and has a reputation of being the best place for the 


insufficient ventilation increasing respiratory infections. Hence 
there is a great admixture of population with consequent 
risks of transmission of infection from one to the other. 


Socio-Economic Conditions—The mean income of a 
citizen of Lucknow is only 6-21 rupees (according to census 
of 1941). The standard of living of an individual is directly 
proportional to his income. And so the aim of a Lucknowite 
is to make both ends meet, irrespective of the quality of the 
diet, personal hygiene and clothing. 

Customs and traditions are the basic principles of our 
existence. Smoking a panchayati hooka, drinking water 
through a common glass, strict purdah, compulsory visits to 
the sick, reluctance to disclose the family history of tuberculosis, 
keeping the diagnosis a secret from the patient and early and 
frequent child bearing (which incidentally seems to be the 
result of the only pleasant pastime, the poor ‘can indulge in) 
are some of the handicaps which our social workers must 
tackle soon. Everyone of them is a contributing factor in 
the distribution of tuberculosis. 

Knowledge of Hygiene—During our visits to primary 
schools we were sadly disappointed to note that even the 
teachers of such institutions were unaware of the elementary 
essentials of hygiene. Even in colleges the teaching of First 
Aid to the Injured was considered as the limits of hygiene. 
80 per cent of the population of Lucknow still think that 
tuberculosis is a hereditary and incurable disease, not knowing 
that T.B. can be completely cured if treated properly from the 
earliest stage, 90 per cent of our adults contracted the infec- 
tion, but have saved themselves from progressive disease, 

(Continued on page 25, col. 2) 
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CHRONIC ECZEMA AND ITS TREATMENT 
N. G. DAS, uM.F., L.t.M. (CAL), 
Skin and Veneregl Department, Lady Willingdon Raj Hospital, 
Darbhanga 


INTRODUCTION 


It is useless to emphasise the importance and frequency of 
eczema, especially the chronic type in general practice or in 
a skin clinic. All cases should be thoroughly and very 
carefully investigated, taking fulf notes of their previous and 
present history, etc. Scales from the lesions are to be examined 
in each case under microscope and usually in the absence of 
mycelial threads or spores~-eczema should be diagnosed, 
although fungoid infection of the skin can produce eczematous 
lesions, they have got more or less defined margins. 

The etiology of eczema is rather obscure. The recent view 
is that it is due to some degree of external irritation, acting 
upon a skin sensitized by some endogenous or constitutional 
poison derived either from some focal sepsis lurking under 
the teeth, tonsils, accessory air sinuses of the nose, in 
some diverticulum of the alimentary canal, gall-bladder, pelvic 
organs or due to some disturbances in the secretion of endo- 
crine glands. This is why some authorities name eczema more 
correctly as ‘sensitization dermatitis’, The conditions from 
which one must distinguish eczema are: (1) Traumatic derma- 
titis, (2) industrial dermatitis, (3) psoriasis, (4) scabies and 
(5) lichen, the details of which I need not put down here. History 
‘and microscopical examination will differentiate them from 
true eczema. The family history frequently reveals that a 
near relation of the patient is or was prone to allergic reactions, 
particularly eczema, asthma, or some systemic diseases, as 
diabetes, gout, nephritis, etc. 

During my attendance in the Skin and Venereal Depart- 
ment of the Lady Willingdon Raj Hospital for the last 7 years, 
I found that chronic eczema with periodical or seasonal 
relapses was very common and troublesome to treat. 

Truly speaking, there are many points in the etiology 
and treatment of chronic eczema which are not yet fully 
understood. 50 consecutive cases of chronic eczema were studied 
during 1940-42, the resume of which is as follows: 


ZETIOLOGY 


(a) Age—Number of cases with age and duration of 
disease. 








Age Duration No. of 

Cases 
2% to 6 years 2 months to 1% year 8 
7 to17 years 4 months 1 
18 to25 years 3 months to 2 years 4 
26 to 45 years 4 months to 16 years 29 
46 to 65 years 1 month to 32 years 6 
66 to79 years 8 years to27 _ years 2 





The youngest was of a boy aged 2% years and the oldest 
a man aged 79. Out of 50 cases, 35 i.c., 70 per cent fall within 
the age period 26 and 65, duration varying from 4 months to 
2 years. 

(b) Sex—Out of 50 cases only 5 were female patients, 
showing a proportion of male to female as 9 to 1. In one 
instance I found that in a Marwari family, two brothers aged 3 
and 11 years got the disease but their sister aged 6, is still 





free. Their father aged about 45 gave history of gout and, 
chronic dyspepsia for the last 10 or 12 years. 

(c) Site and distribution—Out of 50 cases, hands and feet 
were involved in 35 cases, #.e., 70 per cent suffer from chronic 
eczema of hands and feet. Next common site is the scalp, neck 


‘and face, 10 per cent. 








No. of 

Site Distribution Cases 
Scalp, neck and face . round or oval patches 5 

Hands (mostly palmar 

aspect) 8 bilateral 14 
Legs and feet 9 bilateral 21 
Armpit ee e 2% 2 
Round the anus 2 ‘s 1 
Round the waist = os 2 
Other parts of the trunk - 5 





(d) Family history—Out of 50 cases, 14 gave family history 
of asthma, 13 of gont, 7 of chronic eczema, 3 of chronic dysentery 
or dyspepsia. Thus 74 per cent gave some definite family 
history and the rest did not. 

Cases suffering from some systemic disease can be analysed 
thus: 








29 


Associated Systemic Disease : 
Gout ie ite Os 3 
Diabetes o ds Hy by 2 
Asthma 
Nephritis 
Enlarged tonsils 
Pyorrhcea eee 2 
No abnormalities detected Ss 

* Out of these two were children. 


No. of Cases 


* 


Sano 





Out of 50 cases, 8 i.e., 16 per cent cases suffered from 
asthma and 6 per cent from gout, either with or alternatively 
with chronic eczema. 


LABORATORY FINDINGS 


Blood examination—Total leucocyte count did not show 
more than 7,640 per c.mm. except in 3 cases where it rose up to 
11,040 per cmm. as these cases showed secondary pyogenic 
infections. 

Differential count:—In most cases differential count 
showed an increase of polymorphkonuclear cells, i.¢., 60 to 80 
per cent in some cases. I expected an increase in eosinophiles 
but I could not get more than 5 per cent in bad cases—except in 
2 cases—who were having attacks of ‘asthma’ and the counts 
were 11 per cent and 18 per cent. 

In 4 cases Kahn’s Test was moderately positive. 

Urine Examination—Amongst the children out of 8, 2 cases 
showed traces of albumin. Amongst the adults, 11 cases showed 
urates, and 14 cases both urates and uric acid crystals. In 2 
cases sugar and phosphates were present. 

Stool Examination—Amongst the children giardia cysts 
were present in 4 cases and in 3 out of these 4 cases Entamceba 
histolytica cysts were also present. In 2 cases ascaris lumbri- 
coidis ova were present and the remaining 2 were free from any 
other abnormality. 

Amongst the adults, out of 42 cases, 17 had Ent. histolytica 
either in cystic or vegetative forms or in some cases both. 
Giardia cysts were found in 4 cases and in 2 trichomonas intesti- 
nalis in large number and Hymenolopsis diminuta were available. 
Ova of ankylostoma duodenale in fair number only were present 
in 3 specimens, 
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_ Cultural Examination—In 9 samples the MacConkey's 
neutral red lactose agar plates showed the growth of various 
non-lactose fermenting bacilli and most of them were of the 
Flexner type. Out of these 9 cases, 2 were of mixed infection 
being associated with ameebiasis. 

Hence it shows that 40 per cent of chronic eczema cases 
do suffer from Ent. histolytica infection, 16 per cent from 
chronic bacillary dysentery, 8 per cent from giardiasis, and 
about 6 per cent from various helminthic infection, mostly by 
ankylostomiasis. 

TREATMENT 


With all these findings and examinations, the produc- 
tion of eczema may be regarded as due to a combination of two 
factors, internal and external and as such there should be two 
main lines in the treatment :— 

(a) Protection against external condition combined with 
the application of medicines designed to exert an active curative 
influence. Here is a case note where external protection alone 
cured the condition. 

Sonkhi, 32, Hindu, male, with lesions on the back of the 
forearms, relapsing every summer for the last 5 years. Family 
history—nothing particular. Stool examination showed a few 
Ent. hystolytica systs. He, being a postal peon, had to remain 
under hot sun for about 4 hours daily, and every year with the 
onset of summer he used to get a fresh attack. On medical 
advice, his duties were changed from outdoor to indoor works 
and he was soon cured. 

(b) An internal mode of approach designed to remove 
the sensitizing factor, whatever it may be. When there is a 
septic focus or any defect is found, it should be dealt with. In 
cases under my care, only external treatment brings a 
rapid cure, but they are temporary. I doubt an effective cure 
unless and until the sensitizing factor is detected and removed. 

For practical purposes chronic eczema may be grouped into 
two types—moist and dry. 

For chronic moist type which is very common, external 
application of %4 per cent silver nitrate solution, soaked in 
gauze every 4 hours for 2 days will lessen the oozing of serum 
and itching as well. This is followed by application of gentian 
violet lotion (gentian violet 30 grains, absolute alcohol 1% 
drachm, distilled water upto 1 ounce) morning and night for a 
few days till the lesions are dry. 

Few obstinate cases of moist type were also treated with 
compound sulphur lotion with good results. 

Internally—Bowels are kept open by mild purgatives and 
errors of diet where found are corrected. Glucose drink and 
alkaline mixture with potassium bromide is prescribed in severe 
cases to relieve itching at night. 

Protein shock—Both injections of milk and auto-hemo- 
therapy were tried in groups of cases; but I found auto- 
hzemotherapy, from 2 c.c. ranging up to 10 cc. increasing the 
dose by 1 c.c.—twice a week, was far more effective and 
uniformly tolerated by all patients. Care should be taken to 
wash the syringe with sterile warm saline before drawing the 
blood from the vein. f 

For chronic dry scaly type treatment is very disappointing. 
After cleaning the part with absolute alcohol, application of 
Whitfield’s ointment combined with liquor carbon detergens, i.c., 
(acid salicylic 15 grains, acid benzoic 15 grains, cocoanut oil 
4 drachms, liquor carbon detergens 34 drachm and vaseline 4 
drachms) gave encouraging results. Where there was exces- 
sive itching present, acid carbolic may be added to the ointment. 
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Internally—Liquor arsenicalis et hydrargyri iodide 10 
minims, mag. sulph., 1% drachm, aqua menth pip upto one 
ounce, should be given thrice daily after food. 


Injection—Injections of pentavalent compound of arsenic 
in low doses always gave very good results in dry forms. 
Almost always after the 3rd or 4th injection the symptoms 
subside and there is a marked improvement of the lesions. For 
this purpose Acetylarson (M.&B.) 2 cc. for children or 3 c.c. 
for adults injected intramuscularly twice a week, gave very 
satisfactory results. 

In one series of cases Thiosarmine (Brahmachari) from 
doses -075 gm. to -45 gm. twice a week were tried with good 
results. Average total of 1-5 gm. of Thiosarmine were 
required per case. 


In 1941 a series of 5 Very obstinate cases of chronic type 
were treated alternatively with injections of liver extract and 
Thiarsin (B.C.P.W.) with a course of 9 injections of each. All 
of them were cured and are still free from a recurrence. 


In another series of 4 cases injections of liver were tried 
together with external application of modified Whitfield’s 
ointment. The lesions gradually cleared up but it took a long 
time and unfortunately one of them had recently a_ relapse 
with acute symptoms. 


In one case of 22 years’ standing where all treat- 
ment failed to stop the frequent relapse, 9 weekly injections 
of gold, Solganal “B” oleosum, were given. After the 6th 
injection, patches of both hands disappeared. It is interesting 
to note that he is free from the relapse uptill now. 

In very obstinate cases of chronic type gold preparations are 
worth trying. , 

In another series of 5 cases, short exposures of x-rays 
at intervals of 5 days combined ith external treatment gave 
very rapid result but did not stop the recurrence in 3 cases. 
X-ray exposures are very good where rapid cure is wanted. 


CourSE OF THE DISEASE 


It is very difficult to arrive at a definite conclusion regard- 
ing the recovery rate from such a small series of 50 cases. ‘Out 
of 50, only 21 cases, i.e., 42 per cent were clinically cured, 2 
died from other diseases, 7 cases left the place and the remaining 
20 cases, i.e., 40 per cent are still having periodical relapses. 


CoMMENT 


Hard and fast lines of treatment are not at all possible in 
treating chronic eczema cases and as regards drugs there are 
none which act like specific. 

Each case, according to its history. stage of the disease 
and laboratory findings has to be treated differently. Success 
in the treatment of eczema requires patience alike on the part 
of the sufferer and the physician. 


Modification and changes in the treatment are sometimes 
needed according to the changes in the lesions. But changes 
should never be made except for good reasons and after giving 
a particular medicine a fair trial. It is not dfficult to cure 
a case of chronic eczema but to prevent its recurrence is the 


most difficult problem. 
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SYMPOSIUM ON TREATMENT OF ACUTE APPENDICITIS 


At the Scientific Section of the XX All-India Medical 
Conference at Ahmedabad in December 1943 last, Dr. R. P. 
Dalal, F.r.c.s. (ENG.) of Ahmedabad in opening the discussion 
said: ‘ 

I have chosen the subject of to-day’s discussion on the 
treatment of acute appendicitis, because I feel that there is 
considerable confusion in the minds of general practitioners 
as to what they should advise their patients when they come 
across a patient with pain in the appendicular region, and 
when they suspect appendicitis in these cases. Patients in 
this part of the country are not always willing to get operated, 
as in western countries and always are unwilling to consult 
a surgeon, in the beginning. Naturally they have hopes to 
get cured by medicine, and consult a physician who always 
advises “him conservative treatment except in advanced cases. 

I do not intend to discuss signs and symptoms of 
appendicitis. The typical symptoms of appendicitis are well 
known. It is the duty of the attending doctor to examine the 
patients thoroughly and if he has the slightest reason to suspect 
appendicitis, not to give a purgative to relieve constipation and 
morphia to relieve pain. If constipation is suspected it is desir- 
able that an enema should be given and the patient should be 
confined to bed. An immediate consultation with a surgeon 
is indicated in all suspected cases. 

Treatment of appentlicitis is always surgical. In hospital 
practice, the cases should always be admitted in surgical wards. 
Even if conservative treatment is to be followed for those 
who refuse operation, they should be under observation of a 
surgeon, because he is the best man to decide when operation 
is imperative. Many lives are lost by temporising. Temporising 
is unsafe in children as appendix may perforate in early stage, 
in old people, and in women after labour where resistance to 
infection is much below normal. There is no medical treat- 
ment of appendicitis. There are medicines which may alley 
pain, but none to control the course of disease. 

Amongst surgeons there are two schools of thought. One 
school advises conservative treatment described by Oschner 
and ‘Scheren in all cases and operate in quiescent stage. 


If operation is done in quiescent stage, the recovery is 
uneventful and operative mortality very low because the 
patient can be well prepared for operation and his vitality may 
not be low by starvation, temperature, etc. I do not agree 
thoroughly with this method of treatment though I follow it 
in some cases in modified form. 

The other school advocates radical treatment—operate in 
all cases as soon as diagnosis of appendicitis is made or even 
if appendicitis is suspected. The ‘sooner the better, if possible 
within first 12 hours. 


As I told you, very few patients are referred to a surgeon 
within first 12 hours and even if the patient is seen within 
that period he may not be willing to undergo an operation 
without consulting this relative and that, and later he may 
be seen with some complications. 

On the other hand some surgeons at, once run to diagnosis 
of appendicitis in any and every case of abdominal pain 
specially when it is in right lower abdomen. My belief is 


that we are doing too much in these cases to lose respect of 
patients, as many of these patients who refuse operation never 
required operation after the first attack of pain—in others the 
abdominal pain remains after the appendix is removed and 





they always complain that in spite of operation they are not 
relieved of the complaint. 

This group of surgeons argue that they do not know 
when the appendix may get gangrenous, may perforate and 
form an abscess and other complications—so why not operate 
as soon as patient with appendicular trouble is seen. After 
all what. does it matter if the appendix is there in the’ body 
or not? I used to operate in these early cases and on 
exploration found appendix quite normal and I feel that many 
of these were operated unnecessarily. 

My objection in advising immediate operation in all stages 
seen at any time are :— 

In some cases we unnecessarily operate as the diagnosis 
may be mistaken. About 50 per cent of ¢ases with appendicular 
pain treated on conservative lines did not require operation, at 
all. The uncalled for laparotomy not only weakens abdominal 
wall and cause ventral hernia, but may result in other post- 
operative complications as formation of peritoneal bands and 
adhesion leading to intestinal obstruction. The operation is 
much more risky and difficult in advanced stage with chances 
of breaking down the adhesion and leading to generalised 
peritonitis. If drainage is required there are chances of ventral 
hernia, peritoneal adhesion and fecal fistula which gives lot 
of trouble to the patient and keeps him invalid for a long time. 

I do not advocate upto the word either of these schools, 
I believe cases must be considered on their own merits in 
stages in which they are seen by the surgeon. 

In the present stage of my experience I 
appendicitis for sake of treatment as follows: 

1. Simple appendicitis—Here the inflammation is limited 
to appendix alone. There is little or no inflammation of 
peritoneal coat and none of peritoneal cavity. This type gives 
rise to symptoms of appendicitis which are mild. The pain 
in the abdomen localises in right iliac region with tendency 
to nausea, tenderness in appendicular region, without rigidity, 
rise of temperature upto $9 or 100°. Pain is more marked 
when the patient is constipated and the cecum full of feces. In 
these cases the attack subsides in a day or two but may recur. 

I prefer to keep these patients in bed with water or 
glucose water by mouth and inject sulphonamide to combat 
infection. Majority of these get relief in two or three days 
and like to walk out of the hospital on the 4th day. These 
cases may be operated in quiescent period when their vitality 
may be at maximum. 

2. The second variety is one giving rise to colic pain 
due to obstruction in the lumen of the appendix either due 
to an attack of inflammation or the presence of a foreign body 
in the lumen of appendix. They are rarely attended with 
rise of temperature as there is no inflammation but the 
appendix is tender during the attack and a pencil like swelling 
can be felt. These attacks are considered bilious attacks. 
The pain is not limited to right iliac region but may be 
epigastric, umbilical and, therefore, mistaken for intestinal or 
biliary colics. 

In many of these cases the pain interferes with enjoyment 
of food and exercise. These cases do not require immediate 
cperation, but can be operated in the quiescent stage when 
the appendix is found kinked or there is obstruction in lumen 
by fecolith or any other foreign body. 

3. The third variety I would like to call acute fulminating 
type. In this variety the inflammatory attack is always severe 
from the onset giving rise to symptoms which are well marked 
from the beginning of the attack. 


classify 
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The abdominal pain is severe from the beginning which 
localises to the right iliac region. Tenderness and_ rigidity 
is well marked and the temperature rises to 102°-103° F in 
first 12 hours. The pulse is rapid, the patient is restless with 
pain, and vomiting which is frequent and soon gets exhausted. 
These are the cases which are liable to get complications, 
and require immediate operative interference. 

4. The fourth variety is the condition when patient is 
seen with a lump in the right iliac region which may be 
due to adhesion round the appendix or localized abscess. 

These cases come with the history of the appendicular 
attack 3—5 days before, which they neglected and graduall, 
a lump appeared in the region giving rise to pain, which is 
persistent, though not severe as before; after the lump is 
formed there may not be any vomiting, etc. 

Blood count shows marked leucocytosis. One would 
prefer to keep these cases under observation in surgical wards 
of the hospital or in a nursing home where they can be under 
direct observation of a surgeon who can decide to operate at 
any stage if the patient is not progressing favourably. 


Patient is confined to bed in Fowler’s position, nothing 
is given by mouth except water and glucose water, no 
purgative and no enema. The pulse, temperature, respiration 
are noted hourly, and the size of the lump is marked out by 
skin pencil. To increase resistance and overcome infection, 
injection of Orargol is given daily until the lump disappears. 
Orargol is a preparation containing collosol gold and silver. 
It acts by increasing the leucocytes in the blood. 

In some of these cases, the lump decreases marvellously. 
I have tried injection of sulphonamide group of drugs in a 
good number of cases with favourable results. If during the 
course of observation the lump does not get smaller day by 
day or increase in size, the symptoms increase in severity 
giving rise to increase in temperature and rapid pulse, and 
the pain becomes persisting, operative interference is indicated. 
The abscess is opened and drained and the appendix if found 
easily without interfering with adhesion, removed. In favour- 
able cascs the lump disappears and the patient is advised 
operation in quiescent stage when convalescence may not be 
prolonged and patients may not get post-operative complications. 

5. The last variety is when patient is seen with generalised 
peritonitis. 

This is a condition resulting from neglected cases of 
acute fulminating variety, when purgative is given or when 
the abdomen is massaged to reduce the lump. This condition 
is associated with severe pain, well-marked rigidity of the 
lower abdomen, vomiting, distention and other symptoms of 
paralytic ileus. When the peritoneum is infected, sooner the 
operation is performed the better, for the early removal of 
the source of infection and extravasation always helps to 
arrest the spread of the disease. 

To sum up, I do not believe that appendix deserves removal 
as frequently as is done now-a-days. About 50 per cent of 
cases do not require operation at all. I would advocate 
radical operation during the attack in only acute fulminating 
variety with or without a lump and in cases of peritonitis. 

Operation in quiescent stage in mild cases, in appendicular 
colic, and with lump which subsides by conservative treatment 
is the treatment of choice. 

I am fully aware that there will be considerable controversy 
in discussion to follow as to when the cases of acute 
appendicitis should be operated upon. 


SYMPOSIUM ON ACUTE APPENDICITIS 
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TABLE SHOWING THE RESULT oF 5] CASES OF ACUTE 
APPENDICITIS TREATED WITHIN Last 2 YEARS 








No. of 


cases 


Mortality 


Treated on’ conservative lines. Cases 
seen with mild attack, duration of pain 
from 6 hours to 4 days... 

(Out of these 15 were operated in the 
quiescent stage, all made uneventful 
recovery ) 

Operated within first 48 hours. Cases of 
acute fulminating type with rise of 
temperature, vomiting, severe abdominal 
pain, and localised rigidity. 

(One who died had gangrenous 
appendix) 

With generalised peritonitis. Operated, 
appendix removed, abdominal cavity 
drained 

(One who died had peritonitis of 
3 days) 

Localized abscess formation. 

incised and drained 
(Out of these the appendices were 
removed in 3 patients in the second 
stage). 


28 Nil 


14 


Abscess 
Nil 


Total 





I have given my own views on the subject and the line 
of treatment which I follow for the last few years after trying 
both methods of treatment and my mortality rate is less than 
that of the radical school as will be seen from the table above. 

* * * * * 

The following doctors took part in the discussion. 

Dr. P. P. Sheth, Dr. D. D. Variava, Dr. M. D. Patel 
(Ahmedabad), Dr. M. K. Parikh (Ludhiana), Dr. N. R. Desai 


(Ahmedabad) and Dr. Dudha (Bombay). 
* 


* * * * 


Dr. P. P. Sheth said that he was for the radical method 
and would operate on a case as soon as appendicitis was 
diagnosed. The exact pathological condition of the appendix 
could not be made out clinically and in order to avoid patients’ 
time and money he was always for immediate operation except 


in cases with a lump. 


* * 


* * * 


Dr. Variava supported the opener of the discussion in 
conservative method of treatment and strongly objected to 
massaging the abdomen in case of a lump with pain. 

* * * * * 

Dr. M. D. Patel, Frcs. (Eng.), commented that the 
disease was definitely on the increase as compared to some years 
ago, whatever the cause might be. He said, 


“There are bound to be differences of opinion regarding 
the time of operation as the experience of the surgeon varies. 
There cannot be any set rule. However, I will like to remove 
the appendix as far as possible if the condition of the patient 
and the circumstances permit. The peritonitis once it starts 
is serious. The mortality of the abscess is 7 per cent as 
a whole. There are two types of organism in appendicular 
abscess; one in which B. Coli predominates and the other in 
which B. Welchii and other organisms causing gas gangrene 
predominate. The latter cases are far more serious than the 
first. : 

(Continued: at foot of col. 1, page 25) 
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HAEMOGLOBINOMETRY 


No other single examination %! clinical medicine is being 
more used and abused than hemoglobinometry. To-day deter- 
mination of hemoglobin of blood has become essential in many 
diseases. With the growth of biochemistry and precise know- 
ledge of nutrition, the chemistry of hemoglobin has been studied 
in more details. And much controversy has appeared under this 
heading in medical journals. But no unanimity has been 
arrived at nor a meeting has taken place in this country as yet 
to come to some conclusion regarding standardisation or to 
clear up the confusion prevalent in the subject. In England, 
the Medical Research Council appointed a committee to 
investigate “traumatic shock”. This body found to their dismay 
that their “progress was checked by the “lack of uniformity 
of method for estimating the various constituents of the blood.” 
They appointed a subcommittee to report on the subject after 
proper investigation. This report has been published in the 
British Medical Journal’. 


Difficulty of rational hemoglobinometry* starts with the 
normals. What is hundred per cent hemoglobin? Is it 13-8 gm., 
17-2 gm., or 12-4 gm. per 100 c.c.? Which figure should be 
taken as normal? Determination of normals is also not an easy 
affair. Who is a normal? A healthy male, going about his usual 
duties? But quite g large number of people improve in their 
hematological values after taking iron, iodine (thyroid), liver 
extract, vitamin B-complex and other adjuvants of hemopoiesis. 
Hence random sampling of blood will not help us much to 
establish a standard for hematological work. This seems to be 
the defect of the investigators in our Country too, as selection of 
normals is not controlled. It is not determined whether their 
blood condition coultt further be improved by adjuvants. 
Sahli considered that only highest value obtainable in a locality 
should be established as a “‘norm” and that is the reason why he 
selected “strongest assistants” to establish his standard of 17-2 
gm. per 100 c.c. of blood, and he kept a margin of 20% either 
way as the limit for normality. American authors prefer 
normals for each laboratory and they insist on finding out the 
normals before setting up of laboratory percentage. Hence the 
technician must represent the normal. A decision on this point 
has not yet been arrived at. . 


The second confusion lies in the selection of hemo- 
globinometers. For practical purposes a hemoglobinometer must 
be portable, easy of manipulation, accurate. And many pros and 
cons have been discussed for each instrument. Take the various 
types only. There are altogether five methods for hemoglobin 
determination: (a) By gas analysis, which measures oxygen 
capacity of the blood; (b) Colorometric methods, where the 
colour of the blood, after treating with chemicals, is matched 
against coloured standards, either coloured liquid or plates; 
(c) Photometric methods; (d) Photo-electric methods, where 

“the amount of light that passes through the solution is 
estimated; (e) Methods for estimating the iron content of well- 





*Report—Brit. M. J., 1: 209, 1943. 





washed lysed red cells. Of these, colorimetric method is com- 
monly used. The most common ones in use in this country are 
types of Sahli, Hellige, Haldane. Which one is perfect? The 
solution of Sahli’s standard fades with age, the solid particles 
are precipitated down. Hellige’s coloured prisms do not keep 
their’ colour indefinitely, though some workers assured 
us to the contrary ; again, carrying coal-gas to the besides is not 
very practicable. The Medical -Research Council of Great 
Britain has standardised the Haldane-Gowers hzmoglobino- 
meter, and recommends the use of the standardised instrument. 
But this is not available in this country. 

While generally condemned by the clinical pathologists, 
hzmatologists like Whitby and Britton mentioned the 
Tallquist method of hemoglobin value determination. This 
has been recommended by Hay’ recently. Hay says, “The 
easiest haeemoglobinometer to use was the Tallquist, which should 
be of the Helsingfors type and not a copy of it. Much 
of the scorn which has been directed against the Tallquist 
measures seems quite undeserved. It has received recom- 
mendation from Peters and Van Slyke, and Senty........ 
The Tallquist also permits of a direct comparison of 
the patient’s blood with one’s own blood, and provides a 
permanent blood record of the case. Though it is very 
difficult to see eye to eye with Hay, it leaves no doubt in one’s 
mind that Tallquist demands a better comparative treatment. 

In this way if we take up each instrument in detail difficul- 
ties multiply e.g., it is not yet decided how many minutes are 
required for complete conversion of hzmoglobin into acid 
hematin and so on. 

Hence the time is ripe, when the clinical pathologists should 
meet and clear up the different points so that hemoglobinometry 
might be placed on firmer footing. 


POSITION OF HEAVY CHEMICALS IN INDIA AND 
GOVERNMENT POLICY 

The Committee of the Indian Chemical Manufacturers 
Association have taken a lead in the right direction with regard 
to the Government policy as adopted towards the manufacture 
of heavy chemicals in this country. The only way to improve 
India’s appalling low economic position lies in the industrialisa- 
tion of the country. The part played by heavy chemicals in any 
industrial reorganisation need not be stressed, yet the policy 
adopted by the Government is curious. In every country the 
State comes forward to subsidise everything concerned with the 
development of indigenous industries. But it is not so in India. 
The Indian Chemical Manufacturers Association has pointed out 
that’ certain essential chemicals like alumina ferric, magnesium 
sulphate, sodium sulphide, sodium thiosulphate,; zinc chloride, 
soda ash, calcium chloride and bichromates are manufactured 
on a scale which remains unutilised but the Government is 
encouraging imports of these from other countries. This policy 
can hardly be commensurate with self preservation. The 
present war has amply proved that every country should try its 
best to be self-sufficient as much as possible. Thousands of 
Indian lives are being lost at the present moment for want of 
supply of medical requirements for which we are to depend on 
imports. We strongly urge the Government to take into account 
the weighty arguments of the Indian Chemical Manufacturers 
Association and revise their unjustifiable policy that is being 
followed with regard to the indigenous heavy chemical industry 
of India. 





? Hay, J—Edinburgh M. J., 50: 626, 1943. 








CASE NOTES 


COLLOIDAL STANNOMANGANESE IN SKIN DISEASES 


HEMENDRA KUMAR SEN, .B.B.s., 
Ramkrishna Mission Hospital, Benares 


The suitable combined action of tin and manganese in 
colloidal form has proved highly efficacious and beneficial in 
the realm of modern medicai scierce towards the treatment of 
various types of skin diseases especially of coccal origin, 
though sulphonamide preparations have taken most of its role 
in diseases of streptococcal origin, but little in staphylococcal 
skin infections. The colioidal preparation also exerts beyond 
doubt a definite leucocytic cffect in the system whereas one 
has to be most careful with sulphonamide administration for 
its idiosyncracy, the leucopenia it produces, and its toxicity. 
Moreover, there is no danger in dealing with the colloid as 
there is no reaction and no symptoms of chronic poisoning 
such as nausea, vomiting, gastro-intestinal trouble or general 
weakness—symptoms of metallic poisoning in small repeated 
doses or from prolonged treatment. But best results will be 
achieved if both colloid preparation and sulphonamide in small 
doses are administered together. 


Case REPorRTS 


I may quote a few cases from the seri 
given in which I used the kolloid* :— 

Case 1—Master Shibu aged 4 years had an acute attack of 
furunculosis with fever 100°F to 102°F, duration 7 days. 1 
started with kolloid injections 1/6 c.c. increasing to %4 c.c. 
1/3 c.c. every 4th day with sulphonamide powder 1 tab. divided 
in 6 powders t.d.s. with alittle sodi bicarb, locally hydrarg 
ammon. ointment being applied. After 2nd injection the 
temperature was 99°F to 100°F; after the 6th injection there 
was no trace of the disease. 

Case 2—Bablo, a boy of 8 years, had an attack of weeping 
eczema since 3 months. Many local applications were given 
but to little or no effect. I started immediately with kolloid 
stannomanganese 4 cc. increasing to 1/3 cc., % cc. every 4th 
day. After 3 injections there was marked improvement and 
after 6 injections he was completely cured. Locally only 
soothing applications were given. 

Case 3—A middle aged Pundit came under my treatment for 
his dry eczema on the dorsum of both feet, duration 5 years 
with much indurated skin. No local application was given 
and I started with kolloid stannomaganese %4 cc. then 1. cc. 
every 4th day with Maolan tablet one twice daily. After 
4th injection he improved wonderfully and within a few wecks 
everything disappeared completely. 

How it acts on psoriasis is unknown to me but it has 
come to my notice from my fellow practitioners that they 
have achieved good results with kolloid stannomanganese in 
psoriasis. 

Besides the above I have tried many other skin cases 
with great success with the ‘colloid’ preparation, some treated 
alone as the case may he; some combined with sulphanilamide 
by mouth or combined with ‘Maolan’ tablet. 


es of trials I have 





* The preparation of Colloidal Stannomanganese used by 
the author was Kolloid Stannomanganese of the Indian Drug 
House, Allahabad. > 
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FIVE FATAL CASES OF MALIGNANT MALARIA 


G. C. PATTANAYAK, M.3., BS., D.T.M., 
Orissa Medical Service, Angul 


Malignant malaria very often appears in most different 
forms and often its diagnosis is extremely difficuit. It eludes 
even the most careful physician with all the diagnostic resources ~ 
at his command. Even when diagnosed, its treatment is none 
the less difficult and is beset with many a pitfall. It is parti- 
cularly so now when the physician's armamentarium is fairly 
well depleted. I reported four cases of malignant malaria simulat- 
ing other diseases in the J. Indian M. A. (Pattanayak, 1940) and 
brought rather a rosy picture of the problem. All these cases 
were cured. Now I report five fatal cases of malignant malaria 
and seek to discuss the dark side of it made darker stil by the 
prevailing crisis in all spheres of life, 


CAsE REPortTS 


Case 1--H.D., H.M. 32, with a history of high fever for 6 
days with irregular administration of quinine before admission. 
Condition on admisson: semicomatose, difficulty in deglutition, 
no rigidity of the neck, axillary temperature 99°-4F. No M.P. 
was found in the blood. Treatment adopted during 6 hours 
that the patient lived was: Cold sponge; quinine bihydroehlo- 
ride grains 10, I.M.; 25% glucose 25 c.c. and strophanthin I.V. ; 
norma] saline subcutaneously. 

Case 2—M.B., H.M. 26, with a history of fever for 5 days 
before admission and an attack of malaria sometime before for 
which he was treated in the hospital. Condition on admission: 
Slight chill, oral temperature 101°F. Blood was taken at night 
on admission but was examined in the morning after the patient 
had died of sudden collapse while he got up from his bed to 
pass urine. Treatment adopted was the use of only stock alka- 
line mixture. The blood showed heavy and multiple infection 
by M.T. rings (80%). 

Case 3—R.S., H.M. 20, with a history of fever for 2 days 
before admission and irregular fever previously. Condition 
on admission. Fever on the first day; no fever, second day; 
fever, third day; no fever, fourth day; on the fifth day the 
temperature rose to 103°F and the patient was in a semicoma- 
tose condition. Blood was examined each day of fever but it 
was on the fifth day that M.T. rings were found and those 
in plenty. Quinine bihydrochloride grains 10 was given I.M.; 
25% glucose 25 c.c. and. strophanthin, I.V. The patient died 
next day, 1.e., on the sixth day of the disease. 


Case 4—B.S., H.M. 25, with a history of irregular fever 
for 5 days before admission. Condition on admission: semi- 
comatose, axillary temperature 100°F., jaundice, extreme pros- 
tration with involuntary passage of feces and urine. Blood 
showed M.T. rings in plenty and urine only albumen. Quinine 
bihydrochloride grains 10 was given I.M.; glucose, strophanthin 
I.V. and normal saline subcutaneously. The patient died after 
11 hours. ; 

Case 5—P.C., with a history of fever for about 10 days 
before admission. Condition on admission: First day—admit- 
ted in delirious condition at night; second day—fever and 
unconsciousness alternately with consciousness; third day— 
fever and the general-condition was very low: Blood examined . 
on the first day showed no M.P. and on the second and third 
days M.T. rings in plenty. Quinine was given intramuscularly 
on the first day and repeated on the second day and quinine 
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mixture alternately with alkaline mixture was given from the 
beginning but to no purpose. The patient died on the third day. 


DISCUSSION 


Case 1 came in with unconsciousness. In the face of 
negative laboratory finding but positive history, cerebral malaria 
was diagnosed. The patient could not be saved as the time 
factor was against treatment death taking place within 6 hours 
of admission. 


Case 2 was admitted in full consciousness; there was no 
doubt about malaria as he was being treated at this 
hospital for malaria recently. There was no_ suspicion, 
however, of a malignant malaria. He was admitted at 
dusk, there was no suitable lighting arrangement. Microscopic 
examination of blood could not be made although blood smear 
was collected immediately on admission. The man, however, 
died before any medical aid could be given. Diagnosis of 
malignant malaria was made postmortem. The death might 
have been due to the massive infestation of the coronary vessels 
by M.T. parasites with a previously weakened heart resulting 
from chronic malaria and malnutrition. Massive infestation 
of red corpuscles by M.T. parasites to the extent of 80 p.c. is 
in itself incompatible with life. Reconstructing from the ante- 
mortem and postmortem findings, one can visualise that the 
development and schizogony of the parasites were going on 
throughout the night. The merozoites after maturation all 
burst the corpuscles together, resulting in sudden massive 
hemolysis and a collosal amount of.autogenous protein shock 
which was incompatible with life. ,There was no time for the 
freed hemoglobin to appear in urine as hemoglobinuria. This 
may be a possible cause of sudden death. 

In Cases 3 and 5 the time factor was not against treat- 
ment. Case 3 eluded diagnosis for four valuable days 
with repeated negative blood examinations. Quinine was with- 

- held for these four fateful days. Clinical and laboratory 
diagnosis corresponded with. the onset of coma. The disease 
now failed to react to quinine, blood showing heavy M.T. 
ring infection with repeated injections. Intravenous quinine 
was given rather too late. In Case 5 quinine was administered 
by mouth and by injection from the beginning even in the 
face of negative blood examination. Positive report was 
obtained after commencement of quinine administration and it 
continued to be positive till the end even with continuation of 
quinine 

No. 4 was a frank case of cerebral malaria with positive 
clinical and laboratory findings from the beginning. With deep 
jaundice and very low R.B.C. count, black water fever which 
is not very common here, was suspected. But catheterised 
specimen of urine did not reveal blood pigment or blood cells. 
In this case it can be visualised that blood destruction was 
going on for a fairly long time prior to admission. He was 
admitted after the onset of malignant symptoms. The time 
factor was here against treatment, death taking place within 
11 hours of admission with no response to quinine. There was, 
in fact, no time for regeneration of corpuscles nor for the 
destruction of malaria parasites. 

In all these cases, intravenous glucose and strophanthin 
and subcutanéous saline were administered to reinforce the 
heart and circulation. The aim was to prolong life and to 
give a chance to quinine to act. 

Now the question arises whether quinine should have bgen 
given in Case 3, on the day of admission. Undoubtedly, 
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when fever was found on the third day with complete remis- 
sion on the second day and again when there was remission 
on the fourth day benign tertian malaria was suspected. In 
ordinary circumstances, the man would certainly have been 
given quinine even in the face of repeated negative blood 
examination reports. But in the existing state of extreme 
scarcity of quinine supply, its empirical administration was not 
found justifiable. Moreover, it is generally recognised that 
quinine should not be given during the first attacks of malaria. 
It is held that the reticuloendothelial system develops some 
sort of antibodies against malarial parasites during the first 
few days. of the attack. If quinine is given after a few 
paroxysms of malaria, this natural process of antibody forma- 
tion is augmented leading to destruction of malaria parasites 
and cure of malaria. If, however, quinine is given too early, 
this process is retarded and cure delayed. In practice, there- ~ 
fore, quinine administration should be delayed till after a few 
paroxysms unless, of course, malignant malaria is suspected 
or even malignant tertian parasites are found in blood without 
causing malJignant symptoms. In this particular case (Case 
3), there was no suspicion of malignant malaria nor were 
any malaria parasites found in blood. There was, therefore, 
no clinical or therapeutic justification for giving quinine during 
the first 3 days of treatment. But the unfortunate fact, how- 
ever, remains that the patient probably could have been saved if 
quinine could have been given during these fateful days. 

The next pertinent question in this connection is the justi- 
fiability of early intravenous injection of quinine. Intravenous 
quinine is resorted to in desperate cases, it is doubted if it can 
be adopted as a routine measure in all -cases of malignant 


_malaria. Rogers (1935) recommends quinine bihydrobromide 


for intravenous injection. This drug which is costly is not 
usually in stock and now it is difficult to procure this drug. 
Whatever the salt used, whatever method adopted, there are 
certain disabilities and limitations of intravenous quinine 
therapy. Quinine salts are all highly acidic; whatever solvents 
are used and whatever methods used to dilute it, the prepara- 
tion retains its highly acidic reaction. However, carefully it 
is introduced into the circulation, the pH of the blood has to 
be suddenly changed. This necessarily produces adverse 
conditions in the body and puts an undue strain on the vital 
organs already devitalised by malignant malaria. Quinine is 
known to cause a fall of blood pressure. Blood pressure in 
malignant malaria is already low. Intravenous quinine is likely 
to lower blood pressure and that suddenly. It may be too 
much for the patient to withstand. Quinine is a hemolytic 
agent. In malignant malaria, there is already much hemolysis 
caused by the parasites. A further sudden hemolysis may be 
incompatible with life. 


Further there are certain limitations in quinine therapy. 
As previously discussed, quinine cannot be expected to control 
the course of the disease immediately as quinine does not act 
directly on the parasites but through the reticuloendothelial 
system. This necessarily takes time. There is no advantage, 
therefore, in this heroic line of treatment which exposes the 
patient already badly debilitated to the risk of sudden collapse. 

Atebrin seems to act somewhat better in these emergen- 
cies. Atebrin musonate quickly wards off the crisis and the 
time factor becomes favourable for treatment. With the initial 
one or two injections of Atebrin musonate and with crisis 
warded off subsequent treatment can be carried on leisurely 
either with atebrin or quinine. In all the four successful cases 
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reported by me in 1940 atebrin musonate and atebrin were 
used. But atebrin is now out of market. Its British and 
American substitutes are not yet sufficiently available in India. 
India-made atebrin substitute, Mepacrine hydrochloride 
(B.C.P.W.) has been favourably reported by Das Gupta and 
Siddons (1943) but it has not yet come into the market. 
Atebrine of B.I. Company has not yet been extensively tried. If 
these Indian made atebrin substitutes can be put in the market 
at a sufficiently cheaper rate, the problem of malignant malaria 
will have a bright outlook. 


Sinton’s harrowing picture of the economic, indi- 
vidual and social losses is very. much worse now. For India, 
time has now come to have a long range view of the prob- 
lem of malaria. Cinchona plantation must be intensified. 
Cinchona seedlings planted in 1939 in Koraput in Orissa have 
yielded bark containing 5% of the cinchona alkaloids. 
Suitable soil and surroundings are not wanting. The period 
of four years any way is not a long one. 


In the recent years, we have got a potent remedy in the 
prevention of malaria. Spray killing of adult mosquitoes with 
pyrethrum extract has been acclaimed to be the solution of 
malaria problem, With India grown pyrethrum, per capita 
cost per annum has been shown to be as low as Rs. 0-3-0 
(annas three only). With intensification of pyrethrum culti- 
vation the cost can still be very much lowered. It can be 
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easily cultivated in India and is being cultivated in many parts 
e.g., Kodaikanal, Nilgiris, Mysore, the Punjab Hills, Kashmere, 
N.W.F.P., Assam and Mayurbhanj state in Orissa. Assam 
grown “dried-pyrethrum flowers have shown a pyrethrin 
content of 1-28 to 1-408 per cent, probably highest in India”. 
It compares well with foreign grown pyrethrum. It has been 
held by some that ordinary marigold flower can be used as an 
effective culifuge and culicide in the form of fumigation or 
spray. Belonging to the same plant group as pyrethrum, its 
culicidal effect should be thoroughly investigated. It is well 
known and very commonly grown as an ornamental flowering 
plant all over India. The difficulties about suitable altitudes 
which is a standing impediment in wide cultivation of pyrethrum 
will not be encountered in case of marigold. 
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VI BENGAL PROVINCIAL MEDICAL CONFERENCE, HOWRAH 


O fice—533, G. T. Road (Mullick Fatak) 


The Sixth Session of the Bengal Provincial Medical Conference will be held at Howrah on the 26th, 27th and 28th 
November, 1944 at the Ripon Collegiate School building (opposite Howrah Maidan). Lt. Col. J. C. De, MRop, LM.s. 
(Retired), Ex-Principal, Bengal Medical College, wiil preside. Various problems affecting the medical profession and matters 
concerning public health, medical relief, and medical education will be discussed in the Conference. The Reception Committee 
invites all medical practitioners to attend the Conference and contribute to its success by taking part in the deliberations and 
scientific discourses. Fee for membership of the Reception Committee, Rs. 5|-. Delegation fee for members of the I.M.A., 
Rs. 3|- and for non-members, Rs. 5|-. 

Further particulars may be obtained from the Organising Secretary. , 


XI ANDHRA MEDICAL CONFERENCE, COCANADA 


The Eleventh Session of the Andhra Medical Conference will be held at Cocanada in the Pithapur Rajah’s College on 
25th and 26th November, 1944, under the presidentship of Dr. P. Gurumurty. Sir C. R. Reddy, x7., Vice-Chancellor. 
Andhra University, will open the Conference. The Medical Exhibition organised along with the Conference will be opened 
by Rao Bahadur Dr. T. S. Tirumurty. Lr. Cor. T. S. Shastry, 1s. (Retd.) will preside over the Scientific Section. 

Problems of far-reaching importance concerning the prcfession, Public Health, and the future’ of the I.M.A. in the 
province will be discussed. The Reception Committee invites all medical practitioners to attend the Conference and make | 
it a success. 

Further particulars will be available on reference to the Chairman of the Reception Committee. 




















CURRENT MEDICAL LITERATURE 


Coronary Heart DISEASE 


Master (Ann. Int. Med., 20:661, 1944) writes that with 
the increasing span of life, coronary heart disease has taken a 
prominent position since the turn of the century. It is an 
ubiquitous disease and spares neither the sendentary person, 
labourer, the soldier nor sailor. It is the chief cause of death 
in this country. The terms ‘angina pectoris’ due to coronary 
disease, ‘acute coronary insufficiency’ are specific and should be 
retained. Their diagnoses are simple to make clinically. 
Coronary insufficiency has a characteristic picture and coronary 
occlusion actually possesses a pathognomonic, pathological and 
electrocardiographic pattern. 

Angina pectoris due to coronary disease is a transitory 
attack of anterior chest pain, precipitated by exertion, emotion, 
-cold, trauma, ingestion of food etc. and relieved by nitroglycerine. 
It is due to temporary ischaemia and is not accompanied by any 
pathological change in myocardium. 


‘Acute coronary insufficiency’ is usually associated with a 
precipitating factor, such as that which causes an ordinary attack 
of angina pectoris, but also is observed in tachycardia, heart 
failure, acute hemorrhage, operation, shock, aortic stenosis and 
insufficiency, syphilitic coronary arteritis, etc., which reduce the 
coronary flow or increase the work of the heart and the oxygen 
requirement of the heart muscle. If the ischemia is severe and 
prolonged, focal, disseminated necrosis in the subendocardium 
and the bases of the papillary muscles will result. A depression 
of the RS-T segment and T wave inversions are characteristic. 


Coronary occlusion or thrombosis occurs irrespective of 
external factors except possibly operation and shock. Shock, 
nausea and vomiting, a fall in blood pressure, distant heart 
sounds, left heart failure, fever, leukocytosis and rapid sedimen- 
tation rate are practically always found. A gallop rhythm and 
a pericardial rub may be heard. The pathological and electro- 
cardiographic findings are specific. A confluent massive infarct 
extends from endocardium to pericardium, thus frequently giving 
rise- to embolism and pericarditis. The electrocardiogram 
discloses RS-T elevations (which progress into T-wave inver- 
sions), deep Q-waves, and a reciprocal relationship of RS-T 
and T-wave changes in Leads I and III. 

Military personnel, more than civilian, do not appreciate the 
omnipresence of coronary heart disease. This should be ruled 
out in all officers and men over 30 years of age and it is sug- 
gested that a test, for latent coronary insufficiency such as the 
electrocardiogram and the “2-step” be used. 


CAPILLARY PERMEABILITY IN MYXOEDEMA 


Lance (Am. J. M. Sc., 208:5, 1944) gives in the follow- 
ing words the summary of his observations. 1. Myxcedema 
tends to form serious effusions, especially in the pericardium 
and also a generalized oedema. There is marked interstitial 
cedema in the heart muscle. 2. A method using the dye fluores- 
cein is described which by means of the Dermoflorometer, a 
photoelectric skin colorimeter, permits the exact estimation of 
capillary permeability. 3. The values found with this method 
are in a narrow range for normal individuals (20 cases). 
4. Cardiac cedema and cedema of the lower extremities in 
cirrhosis of the liver do not go along with an increased capil- 
lary permeability, while cedema due to undernutrition and severe 
avitaminosis shows a marked increase in capillary permeability. 








5. Five cases of myxcedema all showed a marked increase in 
capillary permeability. 6. With thyroid therapy the permeability 
rapidly returns to normal, simultaneously with a marked diuresis. 
7. The changes in the electrocardiogram before and after treat- 
ment are partly attributed to this change in capillary 
permeability. 8. All cases of myxcedema had a prolonged 
circulation time which returns to normal with effective treatment. 


Miuitary MEDICINE IN INDIA 


LEISHMAN AND KELsatt (Lancet, 2:231, 1944) give in the 
following lines the summary of their observations: 

1. Tropical diseases accounted for only half the total 
admissions. 2. The standard combination of antimalarial 
drugs does not lower the relapse rate of benign tertian malaria 
to a satisfactory level. 3. One patient in every four admitted 
to hospital for diarrhoea has ameebic dysentery; the relapse rate 
appears to be identical with that of benign tertian malaria. 
4. The treatment of chronic ameebic dysentery with existing 
drugs is extremely unsatisfactory; there is urgent need for 
pharmacological research in this direction. 5. Patients with 
steatorrhcea can make full recoveries in India. 6. The condi- 
tion “tropical eosinophilia” must be the cause of respiratory 
symptoms in numbers of Indians; as this disease is readily 
amenable to tréatment, its recognition is of some importance. 
7. Infective hepatitis has been the third most common disease: 
11% of the cases were receiying antisyphilitic treatment. 8. In 
a smallpox epidemic staphylococcus aureus was consistently 
found as the secondary invader; sulphathiazole had a consider- 
able inhibitory effect on pustulation and the associated toxzemia, 
9. Among 45 cases of enteric, treated throughout with high 
caloric diets the mortality was 4-4%. 10. Any man with a 
tendency to respiratory or skin disease is likely to be a liability 
in India. 


CoMPLEMENT-FIXATION Test IN KALA AZAR 


Sen Gupta (Indian M. Gas., 79:465, 1944) gives in the 
following lines the summary of his observations : 

1. The results of complement-fixation test in 920 cases done 
according to the technique described by Greval, Sen Gupta and 
Napier using an antigen prepared according to Witebsky, 
Klingenstein and Kuhn method from Kedrowsky’s bacillus are 
reported. 

2. It has been found that a positive reaction is obtained 
in 93 per cent, a doubtful reaction in 6 per cent and a negative 
reaction in 1 per cent of all cases of kala-azar. 

3. In 99 per cent of ali cases likely: to be considered in 
the differential diagnosis of kala-azar a negative reaction is 
obtained. In one per cent a doubtful reaction may be obtained. 

4. <A positive reaction is obtained in a small proportion 
of obvious cases of chronic pulmonary tuberculosis. But this 
fact does not prove a serious handicap to the usefulness of the 
test because such cases are readily excluded by their clinical 
features. 

5. On comparison with the results obtained with the 
original antigen it is found that the antigen prepared from 
Kedrowsky’s bacillus is somewhat inferior, because it gives a 
positive reaction in a smaller proportion of cases. It is probable 


that with the antigen prepared locally from the human tubercle 
bacillus, better results will be obtained. : 

6. In the diagnosis of early cases of kala-azar, this test 
provides a method of laboratory diagnosis at a stage when all 
others except a sternal puncture (which has slightly lesser 
In several cases the 


chances of being positive) are negative. 


37 — 











JOURNAL 
IM. A. 


positive reaction as obtained within 3 weeks of onset. In a 
larger number of early cases showing slight or no enlargement 
of the spleen, a positive reaction was obtained; there was no 
marked enlargement of the liver in these cases. 

7. In the aldehyde-positive cases this test serves to distin- 
guish the non-kala-azar cases giving a positive aldehyde test. 
The proportion of such cases is, however, very small. 

8. Specific treatment of kala-azar causes the reaction to 
become negative or produces a definite lowering of the degree 
of complement fixation. 


PARA-SPRUE 


CHAUDHURI AND Rar CHaAuDHuRI (Indian M. Gaz., 79: 
404, 1944) in reporting 22 cases of para-sprue characterized by 
chronic watery diarrhoea, loss of weight, sore mouth and nutri- 
tional macrocytic anemia observe that the condition is fairly 
common in this country, occurring not only in poor Indians 
living on deficient diet (low protein and vitamins, specially 
B complex) but also in well-to-do people including Europeans 
and Anglo-Indians and that it constitutes a distinct clinical 
entity. There is often a history of previous dysentery or colitis 
followed by long-continued starvation diet. The total fat in 
the stool as normal (within 25% of the weight of the dried 
feces) in 9 cases, slightly raised (upto 33%) in 12 cases and 
was as high as 42% in 1 case. In about one-third of these cases 
there was evidence of poor glucose absorption, the curve 
being low or flat. In most cases the gastric juice contained 
free acid but 8 had achlorhydria, being histamine fast in 3. All 
had macrocytic anemia. These findings would suggest that a 
small proportion of para-sprue cases have features common 
with sprue and border-line cases probably occur. The main 
distinguishing features of para-sprue from sprue are: (1) the 
racial distribution occurring also amongst Indians; (2) the 
type of diarrhcea, nature of stool and also its chemical *composi- 
tion which differ from those of sprue, (3) the absence of 
extreme degrees of emaciation and the peculiar waxy pallor 
which are often characteristic features of sprue, and (4) im- 
provement on parenteral administration of crude liver extract 
without strict dietary regime. In treatment sulphaguanidine 
appears to control satisfactorily the diarrhoea and parenteral 
use of crude liver extract constitutes the most important specific 
item. The patients, as soon as possible, are encouraged to take 
a liberal diet with first class protein and vitamins. Results 
have been satisfactory, the 21 out of 22 cases having clinical 
recovery. - 


QUININE AND ALSTONIA SCHOLARIS (CHHATIM) IN MALARIA 


Das Gupta AND oTHERS (Indian M. Gaz., 79 :408, 1944) 
in summoning the report on the study of synergistic action of 
‘Chhatim’ when used with quinine in malaria write that 17 
cases of malaria, all of several weeks’ duration were treated 
in two main groups: (1) a quinine or control group of 8 
cases treated with 2 grains of quinine sulphate t.d.s. for 6 
days, (2) a quinine-chhatim or test group of 9 cases treated 
with 2 grains of quinine sulphate combined with 12 grains of 
powdered bark of Alstonia scholaris of known alkaloid content 
t.d.s. for 6 days. The efficacy of the two treatments was studied 
by both clinical and parasitological methods. There was no signi- 
ficant difference between the results, obtained in the two groups, 
suggesting that ‘Chhatim’ exercises no synergistic action on 
quinine. It was found that 2 grains of quinine sulphate t.d.s. 
for 6 days controlled both fever and parasites in a large propor- 
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tion of cases, but relapses after short periods were very 
common. There is, therefore, hardly any justification for using 
such small doses of quinine in the treatment of malaria. In 
fresh cases of malignant tertian infections particularly, it would 
actually be unsafe to rely on this small dosage, in that one 
cannot judge the seriousness of the disease by examination 


‘of the peripheral blood smears alone; nor can one foretell which 
case will take a serious turn. 


Perhaps from these and other 
considerations the Malaria Commission of the League of 
Nations suggested a dosage schedule of 5 grains t.d.s. for 5 
to 7 days in the treatment of malaria. 


TREATMENT OF SINUS TACHYCARDIA WITH PROSTIGMIN 


WALDMAN AND Moskowitz (Ann. Int. Med., 20:793, 
1944) write that sinus tachycardia may be physiological in 
origin, may accompany organic conditions or may have no 
apparent etiological basis and that in cases of the latter type of 
attack, the symptoms, distressing to the patient, may readily be’ 
aborted by the intramuscular use of 2 c.c. (1 mg.) prostigmin 
methylsulphate, a cholenergic drug. They further observe that 
the prophylactic oral use of prostigmin bromide tablets has 
proved effective in attacks of sinus tachycardia in such cases 
in which these attacks occur at frequent intervals. Four tablets 
of 15 mgm. each taken at equally spaced intervals, is the 
required daily dose. No serious untoward effects were observed 
in any case; mild symptoms of prostigmin effect included eyelid 
twitchings, sublingual twitchings, giddiness and abdominal 
cramps which disappear in 30 minutes time. 


EXFOoLIATIvE DERMATITIS DUE TO DIETHYLSTILBOESTROL 


KassevperG (J.4.M.A., 120:117, 1942) writes that a case 
of menopausal syndrome was given 3 intramuscular injections 
at weekly intervals of diethylstilbeestrol (0-5 mgm., 1 mgm. 
and 1 mgm.) after which she became acutely ill and showed 
a generalized exfoliative and cedematous dermatitis with lymp- 
adenopathy. The generalized irritation had developed soon 
after the first injection but she had not mentioned it earlier. 
She made a gradual recovery. A scratch test with diethyl- 
stilbcestrol in sesame oil gave a violent reaction with pseudopod 
formation, erythema, oedema, pain and itching within 20 
minutes. Control tests with pure sesame oil were negative. 


ANGIONEUROTIC CEDEMA AND DERMATITIS DUE TO ORAL 
Use oF SULPHATHIAZOLE 


Dennie (J.4.M.A., 120:127, 1942) reports a case receiv- 
ing two short courses of sulphathiazole (oral) at a week’s 
interval for ringworm of the hands and feet, developing angio- 
neurotic cedema of the face, eyelids, hands and arms within 30 
minutes of taking the tablet. He became well in 3 days. The 
author also reports two cases in which widespread vesicular 
eruption resembling poison ivy dermatitis appeared after a 
few doses of sulphathiazole had been taken by mouth for an 
infection of the hand. 

* * * * * * 

Berry (Indian 3. Gaz., 79 :482, 1944) from Lahore reports 
of a case developing angioneurotic cedema after taking 4 tablets 
of Sulphathiazole for nasal sinusitis. 


VITAMIN Bi HyPersENSITIVITY WITH DESENSITIZATION 


Mirrant (J. Allergy, 15:150, 1944) in reporting a case of 
allergy to vitamin B: writes that the day following an injection 
of 50 mgm. of thiamine hydrochloride there appeared on the 
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face, chest and back of a patient a maculopruriginous eruption. 
A similar eruption recurred on re-injections of the thiamine. 
Sensitization was confirmed by intracutaneous and passive 
transfer test. Desensitization was accomplished by the daily 
injection of 0-1 c.c. of thiamine chloride solution with physio- 
logical saline solution in dilutions from 1:5000 to 1:10 until the 
patient could tolerate 1 c.c. of a solution containing 100 mgm. of 
thiamine for 10 consecutive days and the intradermal tests were 
negative. 


Nicotinic Acip ContENT oF INDIAN Foop STUFFS 


SWAMINATHAN (Indian J. M. Research, 32:39, 1944) 
gives the nicotinic acid content of 160 foodstuffs which has been 
determined by an improved chemical method using the cyanogen 
bromide and aniline reagent. Of the foods tested, dried 
brewer’s yeast, liver, rice polishings (from raw paddy) and pea- 
nuts are rich sources; meats of various kinds are good suurces 
and fish a fair source of nicotinic acid; among cereals. whole 
wheat, unmilled rice, whole barley, parboiled rice and pearle 
millet are good sources (containing 2 to 3 times as much nico- 
tinic acid as white flour, maize, oatmeal, certain millets and raw 
milled rice). Cow’s milk, eggs, fresh vegetables and fruits 
are in general poor sources of nicotinic acid. 


“Two Step” Exerctst Test OF CARDIAC FUNCTION 


MASTER AND oTHERS (Am. J. M. Sc., 207 :435, 1944) state 
that in many cases of coronary artery disease with angina 
pectoris the size of the heart and cardiac pulsations, as seen in 
the x-ray film, fluoroscopically and by electrocardiogram are 
normal. In valvular disease patients often complain of dyspnoea 
and pain although the physical examination reveals no evidence 
of heart failure. The authors report results on 84 navy 
personnel between the ages of 17 and 44. The electrocardiogram 
following the two step exercise has proved its practical value. 
The test is of importance in differentiating functional from 
organic heart disease, particularly when physical examination, the 
x-ray film, fluoroscopy and electrocardiogram are negative. 
Positive changes in the electrocardiogram after the two step 
exercise indicate anoxzemia of the heart muscle or coronary 
insufficiency. Both this test and the 10 per cent oxygen 
anoxemia test were performed on every person considered in 
this report. The electrocardiographic changes correspond 
almost exactly in the two tests. The exercise must be 
standardized for age and weight, since changes occur in normal 
persons if the effort is excessive. In normal persons the blood 
pressure and pulse return to within 10 points of resting levels 
in one and one-half minutes. The following changes in the 
electrocardiogram after the two step exercise are considered 
abnormal: a~depression of RST segment of more than 0-5 mm. 
in any lead, change from an upright T wave to an isoelectric 
or inverted T wave or T wave changes in the opposite direc- 
tion. The test is of particular value in detecting coronary 
insufficiency when it is latent. In valvular heart disease, the 
test discloses the state of cardiac function and whether the 
cardiac output is adequate for the coronary arteries. In 
hypertension the control electrocardiogram often shows evidence 
of coronary insufficiency and therefore may not change after 
exercise. There is a lag in return of the blood pressure and 
pulse following the two step exercise in effort syndrome 
(neurocirculatory asthenia) and the electrocardiogram gives 
evidence of anoxzemia of the heart muscle following exercise. 
The authors believe that in this syndrome there is a congenitally 
small, hypoplastic heart which is inadequate on effort. In 
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chest deformities and in congenital heart disease the electro- 
cardiogram after the two step exercise is valuable. An upper 
respiratory infection, lung disease, gastroenteritis, fatigue and 
lack of sleep may produce abnormal results. The electrocardio- 
gram after the two step exercise is a short, harmless and 
practical test. It should be a routine procedure in men over 
40, in the military service and also for eliminating the unfit 
for special services where unusual physical and mental strain 
are experienced, as in aviation, submarine personnel and raider 
forces. 


NUTRITIONAL DEFICIENCY IN THE ETIOLOGY OF MENORRHAGIA, 
METRORRHAGIA, CysSTIc MASTITIS AND PREMENSTRUAL 
TENSION 


BISKIND AND OTHERS (Surg. Gynec. & Obstet., Jan. 1944) 
undertook to find out whether patients with signs and symptoms 
of nutritional deficiency had monorrhagia, metrorrhagia, painful 
breasts, premenstrual tension or a combination of these. 
Patients who presented one or more of these conditions were 
investigated as to their nutritional status. A _ striking 
correlation was found, and treatment with vitamin B complex 
was instituted. 


Preliminary observations previously reported on 29 patients 
have now been extended to include studies on 104 patients, 
70 of whom were treated with various preparations of vitamin 
B complex. Of 39 patients who were observed primarily 
because of the presence of lesions of nutritional deficiency. 
37 had a history of monorrhagia, metrorrhagia, painful breasts, 
premenstrual tension or a combination of these. Of 52 
patients whose main complaint was one of the latter conditions, 
and who were examined for evidences of nutritional deficiency, 
every one had signs or symptoms or both, characteristic of 
B avitaminosis, and these signs and symptoms improved on 
vitamin B therapy concomitant with improvement in the 
gynecological complaint. Glossitis and cheilosis were com- 
mon hut not always present. 


The response to vitamin B complex therapy in these 
patients was usually prompt and often dramatic. Some of 
the patients showed only moderate improvement on oral 
therapy; as impairment of absorption and utilization occurs 
frequently in nutritional deficiency, these patients were given 
parenteral therapy in addition. With the latter, striking 
improvement, especially in premenstrual tension and in painful 
breasts, often occurred in as little as a few hours to at most 
a day or two., 


The oral vitamin B complex preparations used in this 
study were usually given after meals in doses providing up 
to 9 milligrams per day and occasionally as much as 24 
milligrams of thiamin, 9 milligrams or more of riboflavin 
and from 60 to 210 milligrams of niacin amide together with 
other factors of the vitamin B complex derived from rice- 
bran, yeast, liver or all three. Patients with mild or moderate 
vitamin B complex deficiency usually respond well to any of 
these products; those with a more severe avitaminosis seem 
to respond better to the preparations containing extracts of 
liver. Parenteral administration provided an additional 40 or 
50 milligrams of thiamin, from 5 to 5-2 milligrams of 
riboflavin, from. 5 to 8 milligrams each of pyridoxine and 
calcium pantothonate and from 40 to 50 milligrams of niacin 
amide every second or third day. It has been the experience 
of the authors that parenteral administration of the B factors, 
especially when large doses of thiamin are included, is best 
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made during the day time; if given within 3 or 4 hours of 
bed time, a restless night may follow. 

In perhaps the majority, and possibly in all the cases, 
large doses of the entire B complex must .be administered 
indefinitely, especially as the average patient fails to correct 
thé nutritional inadequacies of his diet, or, having been 
persuaded for a time to correct it, will soon revert to one 
that is grossly deficient in the protective factors. It has 
repeatedly been pointed out by many workers, but it will bear 
emphasis at least once again, that the infinitesimal dosages 
often employed, such as 1 or.2 yeast tablets 3 times a day, 
have little effect in the treatment of B complex avitaminosis. 
—U. S. Office of War Information. 


PoSTMENOPAUSAL BLEEDING AS A HAZARD OF 
DIETHYLSTILBOESTROL THERAPY 


Novak (J.4.M.A., 125:98, 1944) writes that though 
diethy!stilbcestro! is of greatest value in the treatment of 
troublesome menopausal symptoms it has a great disadvantage 
in the fact that it produces postmenopausal uterine bleeding, 
often leading to the clinical suspicion of cancer and not 
infrequently calling for diagnostic curettage. The author 
further suggests a few simple precautions which may hold 
down the bleeding to a minimum and the chief of these are: 
(1) to avoid altogether the use of diethylstilbcestrol or any 


other cestrogen unless the symptoms are clearly menopausal - 


and unless they really constitute a problem to the patient, 
(2) to avoid so called prophylactic cestrogenic therapy, (3) to 
avoid unnecessarily large or indefinite periods, resort being made 
to the drug only if and when needed. 


ELIMINATION or SULPHATHIZOLE IN BREAST MILK 


Ricnevu anp Drury (Schweiz. Med. Wehnschr., 72 :1376. 
1943 Ref. J. A. M. A., 123 :243, 1943) write that 5-5 per cent 
of the women are given sulphathiazole for a time after delivery 
at the women’s clinic in Basel from a study of the elimination of 
sulphathiazole in the milk of 10 lactating women making 225 
analyses and they observe that with a daily oral dose of 3 gm. 
the elimination varied between 0-5 and 1-5 mgm. per cent and 
with a daily dose of 6 gm. between 1 and 2 mgm. per cent and 
with a daily dose of 6 gm. between 3 and 2 mgm. per cent, the 
corresponding blood level being generally from 2 to 3 times as 
high as that of the milk. Between 0-3 and 2 per cent of the sul- 
phathiazole ingested by the women appeared in the milk and this 
amount is too small to exert a therapeutic effect on the infant. 
On a comparative serial test on 138 infants it was proved that 
with a maximum maternal dose of 6 gm. daily for 5 days the 
administration of breast milk exerted no influence, on the infant, 
their weights not varying from those of the controls. The 
authors thus maintain that there is no reason to discontinue 
breast feeding when a mother requires the aforementioned doses 
of sulphathiazole. 


Fever THERAPY IN OPHTHALMOLOGY 


Corves (J.4.M.A., 124:15, 1944) from a review of the 
subject of fever therapy in ophthalmology gives the following 
conclusions: (1) Milk injections are of particular value in 


the. treatment of infants, especially those with ophthalmia 
neonatorum, since the injections usually cause a fever of 100 
to 103°F. This applies even though the sulfonamide compounds 
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are used, as it has been shown that their action is greater in 
the presence of elevated temperature. 

(2) Diphtheria antitoxin has many disadvantages, but its 
use in the treatment of sympathetic ophthalmia seems justified. 


(3) Typhoid vaccine is the most useful and generally 
used agent to produce fever for the treatment of acute lesions of 
the eye and its adnexa. On the theory that vasodilatation 
may be a factor in the beneficial results, smaller doses 
administered over a longer period seem as effective and cause 
less shock and discomfort. The temperature reaction in a 
series of cases in which smaller doses were used corresponded 
closely to that obtained in a series in which the average 
first dose was 53 million and the average second dose was 
80 million organisms. There are certain rather definite 
contraindications to its use. 


(4) When a milder fever is indicated or the patient’s 
condition does not warrant typhoid vaccine, the use of Coley’s 
mixed toxins is advisable. This preparation has the advantage 
that hospitalization is not necessary. 


(5) Ommnadin has a place in the treatment of acute 
conditions when shock therapy must be avoided but leukocytosis 
and a rise in the antibody content of the blood are desirable. 
It is not as effective as typhoid vaccine or other forms of 
foreign protein but can be used when they are contraindicated. 

(6) The use of malaria is not justified for ophthalmic 
diseases. 

(7) " Hyperpyrexia induced by high frequency methods 
is still in the experimental stage. Further observations are 
necessary to disclose the conditions in which it is most effective 
and to establish the dosage compatible with safety. 


(8) Of the various physical means used to produce 
hyperpyrexia, air conditioned cabinets of the Kettering hyper- 
therm type are best. Production of fever by physical means 
is most .efficacious in the treatment of gonorrheal conjunctivitis 
and syphilitic keratitis and iridocyclitis. It is particularly 
useful in the treatment of syphilitc diseases of the eye. 
Because of the severity of the treatment it should be used 
only in those cases in which other forms of therapy are 
unsatisfactory. 


CONCENTRATION RADIOTHERAPY OF CANCER OF THR LARYNX 


Cutter (J.4.M.A., 124:967, 1944) writes that intrinsic 
squamous carcinoma of the larynx is curable by.correct radiation 
therapy, the percentage of cures depending on the extent of 
the lesion and the efficiency of the treatment. Concentration 
radiotherapy has proved to be the most effective form of 
irradiation. When the cords are freely movable or only partly 
fixed, the curability is high; but when they are completely 
fixed, cure is difficult and rarely accomplished. Eighty two 
per cent of the patients with movable and partly fixed lesions 
of the true cords are alive and have been free from disease 
more than three years. The voices of these patients ‘are 
practically normal. The most significant result of this 
research is the eradication by means of an improved method 
of radiotherapy of a group of intrinsic squamous carcinomas 
of larynx so advanced as to have required total laryngectomy 
and hitherto generally regarded as radioresistant and incurable 
by irradiation. 























NOTES AND NEWS 


INDIAN CHEMICAL MANUFACTURERS 
ASSOCIATION 


In the course of qa representation made to the Commerce 
Member, Government of India, the Committee of the Indian 
Chemica! Manufacturers Association have invited the attention 
of the Government to the increasing imports of heavy chemicals 
into this country and the indigenous industry’s growing difficul- 
ties to continue and expand its production which has given rise 
to grave misapprehemsions as regards the future of the heavy 
chemical industry in India. The Committee of the Association 
have stated that in planning the imports of heavy chemicals 
from abroad, the Government of India have apparently not taken 
inta account the country’s existing production of chemicals and 
the industry’s potential capacity to supply the requisite 
quantity of the chemicals needed in the country. In 
this connection they have particularly referred to India’s 
production of certain essential chemicals like alumina ferric, 
magnesium sulphate, sodium sulphide, sodium thiosulphate, zinc 
chloride, soda ash, calcium chloride and bichromates which are 
manufactured in this country on a considerable scale with still 
large unutilised capacity, which, however, have been imported 
into India at the expense of the indigenous production. The 
Committee have further dealt in detail with the difficulties ex- 
perienced by the indigenous manufacturers of these chemicals 
in continuing their production due to lack of government 
assistance. They point out, “Foreign manufacturers are now 
taking advantage of the better shipping position and the internal 
difficulties of the industry due to rise in the cost of production 
brought about by higher prices, shortage of coal, a transport 
policy unsuited to the healthy growth of the industry and un- 
availability of raw materials etc. The future of the indigenous 
industry thus hardly appears to be encouraging.” In the case 
of certain chemicals mentioned abave the Committee have 
pointed out that the existing production of indigenous industry 
is more than sufficient to meet the requirements of the country 
and the imports of such chemicals undertaken at present are to 
the detriment of the indigenous industry. It has also been 
mentioned that in the case of some of these chemicals, the 
indigenous manufacturers have been unable to dispose of their 
full production, while the Government have imported the same 
from foreign countries. The Committee observe in this con- 
nection “when it has beep the considered policy of the Govern- 
ment to conserve the shipping space for the most essential 
articles for war purposes, they do not understand why the 
industry was not fully taken into confidence before any imports 
of heavy chemicals were contemplated.” 

As regards the difficulties of the indigenous industry, apart 
from the shortage of coal and transport difficulties, the Com- 
mitiee have referred to the rise in the costs of indigenous pro- 
duction due to rise in the prices of coal, labour charges and other 
raw materials which have led the Government, at times, to 
import chemicals from toreign countries at a lower price. The 
Committee in this connection state “It would be abso- 
lutely unfair on the part of the Government of India to 
abandon the production of the indigenous industry if the 
imported materials are received at a lower price. Thé 
indigenous sodium sulphide industry is on the brink of collapse 
simply because Government have resorted to imports from 
abroad at a lower price.” The manufacturers of calcium 
chloride are also threatened with closure for similar reasons. 


SS 


The Committee have strongly felt that the higher cost of 
production of chemicals in India does not necessarily imply that 
the indigenous industry is working on unsound and uneconomic 
lines as compared to foreign industries in the U. K. and the 
U.S.A.” The fact is that the Indian industry is unable to face 
foreign competition not because it is uneconomic but because 
the Government of the country have failed to provide it with 
such facilities as the foreign Governments in the U. K. and 
the U.S.A. have provided to their own industries. The 
Committee have reason to be surprised that a country like the 
U. K. which is dependent upon the majority of its raw materials 
for the chemical industry on foreign countries should not only 
maintain its production during the difficult days of the war but 
also develop a considerable export trade specially during a time 
when shipping is so scarce, and compete with the Indian industry 
in those very chemicals for which India possesses almost all 
the raw materials and other resources.” The Committee have 
further stressed the necessity of. maximising the country’s 
energy and potential for helping the war effort and have pointed 
out that in the case of the Indian chemical industry not only the 
full potential of the industry remains unexploited but even the 
existing production has been severely handicapped due to lack 
ef Government assistance’ and increasing imports of chemicals 
from foreign countries. The Committee have finally suggested 
that the Government of Indig should before contemplating to 
import any heavy chemicals from abroad take into con- 
fidence the Indian chemical industry and should beforehand 
make a complete survey of the same in consultation with the 
Association and provide all facilities to the industry to maintain 
and expand its production before encouraging any imports. The 
Government of India should also give an undertaking to 
import only such chemicals which are most essential for the 
requirements of the country for war purposes and which cannot 
be supplied by the indigenous industry. Quota of coal to the. 
indigenous industry should be also increased and_ sufficient 
wagons be made available to enable the manufacturers to get 
their supplies. The Government should also change their 
transport policy and facilities should be provided by the 
Government of India for the transport of raw materials at 
subsidised rates from their places of origin to the factory. 
Transport of finished chemicals should further be given a high 


_ priority on railways and all arrangements be made to ensure that 


there is no shortage of chemicals in a particular area inspite 
of the over-production of the same in a different area. The 
Committee have also suggested to setting up of an Advisory 
Committee consisting of the representatives of the Association 
and the Government of India to advise the Government regard- 
ing imports and production of heavy chemicals in the country. 


RUSSIAN SURGEONS AND RUSSIAN SURGERY 


The Reports of*the individual members of the Anglo- 
American Surgical Mission to Russia agree in their impressions 
of the people, the surgeons and the surgical military service of the 
Soviet Union. Watson-Jones states that during his three weeks 
stay in Moscow he did not observe any signs of malnutrition in 
the adults or any evidence of rickets in the children. His first 
impression was the overwhelming hospitality of the Russians; 
the second was the astonishing capacity of Russian women 
for hard work. Women doctors, women surgeons and nurses 
work in the front line; many of them wear the chevrons of 
multiple wounds. The inspector general of the medical service 
of the Red Army is a woman. 
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Members of the mission thought that the organisation of 
the surgical service was superb. A distinctive feature is the 
principle of segregation of patients. This is begun almost at the 
front line. After the patient has been admitted to the front 
Ine hospital he is referred to orthopedic, neurosurgical, thoraco- 
abdominal, lightly wounded or other wards. Each ward is 
equipped with its own x-ray and operating suite; treatment by 
skilled specialists is instituted within 10 to 20 miles of the front 
lines and within twenty-four to forty-eight hours after wound- 
ing. The principle of segregation is carried beyond the specialist 
wards of the sorting-evacuating hospitals to specialized hospitals 
farther behind the line. So great has been the flow of casual- 
ties that it has even been practicable to devote 2,000 bed hospitals 
to gunshot wounds of the thigh, to penetrating wound of the hip 
joint and to other special injuries. Watson-Jones felt that the 
blood donor system of Moscow is worthy of emulation. It is a 
model of careful organisation, of the highest possible standard 
of operating room asepsis and repeated check and control of 
both contamination and accurate blood grouping. 


' While surgical principles are much the same everywhere, 
some differences in the detail of their application was found. 
Yudin practises excision of the wound regardless of the time 
limit or the state of infection. He excises all necrotic tissue and 
keeps the wound wide open by suturing the skin to the deep 
fascia. No tube, drain or gauze pack is placed in the wound. 
The closed plaster technic is used for all major wounds, com- 
pound fractures and joint injuries. In treatment of joint wounds 
many surgeons prefer resection of the joint to arthrotomy. 
Sulfonamides are used, and the limb is immobilized in a 
plaster cast. 


The hospitals for cerebral surgery have on their staff a 
neurosurgeon, a neurologist, a neuropathologist, an ophthal- 
mologist, an otorhinologist and a radiologist. The patients are 
transported by air at heights not greater than 5,000 meters. 
Operation is deferred until skilled surgeons and equipment are 
available. Expert study and operation two or three days after 
wounding are considered better than inexpert operations per- 
formed immediately. 


Watson-Jones also lists such innovations as ultrasonic 
emulsification of therapeutic agents, intracarotid injection of 
sulfonamides, intracisternal injection of antitetanic serum, cap 
splints for maxillary fractures, gap fractures of long bones, acrylic 
resin for dentures (which are delivered many miles behind 
enemy lines), plastic reconstruction of the penis by tube grafts 
and cartilage inlays, producing an organ capable of both urina- 
tion and erection and the treatment of esophageal stricture by 
jejunal transplants. The astonishing fact is that so high a 
standard of surgery has been achieved in a country where full 
development is so young and where contacts with the surgery 
of other countries have been so limited. The Russians have, 
ef course, their great surgeons as well as their poor ones. The 
mission was rather impressed by the vast scale on which surgery 
is done in Russia. Thus Yudin performed for the visitors in 
one morning three operations of replacement of esophageal stric- 
ture by jejunum. 

Watson-Jones concludes that the Russian surgeons have 
nothing fundamental to learn from us, nor we from them. He 
believes that Soviet surgeons would gain from visits to other 
countries; in this way their technic would be improved; but he 
believes with equal conviction that the mission gained from its 
visit to them. The Anglo-American surgeons did not approve 
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of all they saw; they disagreed with the Russians on the treat- 
ment of frostbite; they were unconvinced of the merit of muds, 
balsams and wood distillates; they thought that our rehabilita- 
tion is better than the Russians; but much of the Soviets’ work is 
better than ours. Their specialization is excellent; their training 
of medical students is thorough; their organisation of surgical 
services is superb. The efficiency of their organisation, with its 
emphasis on specialization, is probably one of the reasons why 
the Russians return 70 per cent of their wounded to the firing 
line. Another factor may be the toughness of the Russian 
constitution. According to Penfield, psychoneurosis is rare in 
the Soviet Union, for they have an ample supply of its specific 
antidote, high morale.—/.A.M.A. 


QUININE SYNTHESIZED : 


The discovery of a method of synthesizing quinine by Wood- 
ward and Doering constitutes a milestone in chemotherapy. 

Quinine is still the most valuable of the drugs used in the 
treatment of malaria, although quinacrine (U.S.P.), known 
under the trade name of atabrine is of value. 


The use of Peruvian bark in the treatment of malaria dates 
back to the. seventeenth century. For many years, the supply 
came from South America. The attempts by England and 
Holland in 1850 to start cinchona plantations in India and Java 
proved unsuccessful because of the low quinine content of these 
particular trees. In 1865, however, Leger sold the Dutch 
Government’s cinchona plantation in Java one pound of seeds 
of a variety of trees which produced a high quinine content. 
In 1941, the Java trees produced 1,000 tons of quinine, almost 
the entire world supply. This supply is now, of course, in the 
hands of the Japanese. 


The active alkaloid quinine was first isolated from the bark 
in 1820 by two French chemists, Pelletier and Carentou. Since 
that time, efforts to synthetize quinine have been unsuccessful 
until now. 


As far back as 1853, quinotoxin was produced from quinine 
by Pasteur, and in 1918, Rabe resynthesized quinine from quino- 
toxin. In 1931, Rabe was able to synthesize dihydroquinine, 
which, except for two H atoms, is the same as quinine. His 
work is said to have offered a valuable clue which the two 
youngsters, Woodward and Doering, followed. 


Robert Burns Woodward was born in Quincy, Massa- 
chusetts, in 1917. He graduated from the Quincy high school 
at the age of sixteen, and his head already contained as much 
knowledge of organic chemistry as most college graduates. He 
entered the Massachusetts Institute of Technology at the age 
of sixteen, received his B.S. degree in three years and a Ph.D. 
in chemistry at the age of twenty, after only four years of 
college. 


William von Eggers Doering, his coworker, was born in 
Fort Worth, Texas, also in 1917. He prepared for college at 
the Belmont Hill School at Belmont, a suburb of Boston, entering 
Harvard in 1934, and receiving a B.A. in 1938. After taking 
postgraduate work in chemistry at Harvard, he obtained a Ph.D. 
in chemistry in 1943. The same year, he was employed by 
Polaroid on a project to synthesize quinine. 


The two young scientists met at Harvard in 1942, and 
shared the honor of having successfully developed a method for 
synthesizing quinine—Minnesota Medicine. 














REVIEWS 


ANATOMY (THE THORAX) Part V, Catechism Series— 


By C. R. Wuuirttaner, 5th Edition Crown 8 Vo. 
Published by E. & S. Livingstone 16 & 17, Tiviot Place, 
Edinburgh. 

This is a small and compact book in which the author 
has, in the form of questions and answers, dealt with almost 
all the important facts that the student is expected to know 
about the thorax and its important viscera. There are no 
illustrations in the book, since it is written with a view to 
refresh the student’s memory of the work that he has already 
been through and to give him an idea of the correct way 
of answering a question. The book however does not pretend 
to completely replace the text book. The last chapter of the 
book will be particularly useful to the student since it gives 
the lymphatics of the important regions of the body in a brief 
and lucid manner, It is expected that the book will prove 
useful to those for whom it is intended. 

S. K. Basu. 


ACRYLICS FOR DENTURES—By N. N. Berry, Pages 15. 
Published by the Author from 13, Curzon Road, New 
Delhi, 1944. 

This is a reprint of a paper read by the author before 
the Delhi Dental Association on May 28, 1944. The brochure 
gives a short history of acrylics and the development of this 
new material for denture work. The author deals in detail 
with regard to the general technique of the substance. His 
hints on models, waxing, flasking, mixing, packing, curing and 
polishing of-acrylics are very useful and all dental surgeons 
interested in acrylics: will profit by its perusal. 


Acrylics are still in their infancy and great developments 
are expected with this substance. The author is of the opinion 
that this new material may replace vulcanite in time. It is 
too early as yet to prophesy that; because inspite of the 
many good points of acrylics, yulcanite is still supreme as a 
denture material and its ubiquitousness is a very decided 
advantage. It is still to be seen whether in eastern lands 
where rubber is plentiful and cheap it may be an advantage 
to take to a new chemical synthetic substitute which has yet 
' to stand the test of time. 

R. A. 


A SCHEME OF COLLECTIVE EFFORT TO PROMOTE 
THE HEALTH AND WELL-BEING OF THE 
PEOPLE OF INDIA THROUGH PROPER AND 
SUFFICEIENT FOOD—By M. V. Natgsan, “Prasanna”, 
West Masi Street, Madura. 

This pamphlet discusses the possibility of solving the 
food problem with balanced diet for people living in the larger 
towns and cities of India. For this the author outlines the 
scheme of a company to be named “The Indian Dietary 
Expansionists’ Association Ltd.”, whose ideal would be to 
start dairy farms, selective cultivation and common kitchens, 
etc. He discusses the benefits from each to the company and 
the people. A South Indian sample dietary of 3032 colonies 
for common kitchen is given, which costs 0-13-6 a day. The 
diet is well balanced and will naturally vary according to the 
tastes of other provinces. A net profit of Rs. 9,300 per annum 
is calculated from a common kitchen for 500 men. This 
scheme neglects the consideration of a larger part of our 
people in villages where education in matters of diet is alsc 
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necessary. Moreover an expenditure of Rs. 28-4-0 per mensem 
per head cannot be borne by a majority of them, where the 
average income per capita is hardly over Rs. 0-2-6 a day. 
To make a balanced diet with this income alone without even 
making any allowance for his rent, clothes, fuels, etc., is a 
feat which nutrition experts cannot dream in their wildest 
dreams. The chronically ill-nourished, devitalised and diseased 
people of our country is an example of this basically low 
economic condition. The Bengal famine was only an acute 
manifestation of the chronic malady. Unless the low economic 
level is raised and agricultural methods are overhauled, 
famines will reappear again when there is any strain on the 
resources of our country due to War or otherwise. An attempt 
to solve this probtem has been outlined in the “Bombay Plan” 
which the author refers in a rather casual way. The problem 
is more difficult and intricate than what the author proposes 
to do through the company. But his efforts will be a success 
only in a narrower circle and may bring a scientific outlook 
towards diet among the comparatively rich but ignorant people. 
B. P. Ne&ocy. 


GOLD THERAPY IN TUBERCULOSIS—By C. Dwarka- 
NATH. Published by the author from Kilpauk, Madras. 
Price Rs. 2/8/- 

In the foreword of this monograph it is stated that oral 
administration of gold salts has been in use for centuries in 
Ayurvedic medicine. According to this school of medicine, the 
author has prepared a compound of gold and coral named 
“calcii aurum” for oral therapy. The gold part of the pre- 
paration has 64-2 per cent gold and 6:2 per cent organic 
substances and small quantities of iron, calcium, carbon 
dioxide and water. This preparation is supposed also to possess 
an oligodynamic effect. Given to normal guinea-pigs for 
3 days, it was possible to demonstrate traces of gold in the 
urine. Microphotographs are produced in evidence to show 
that deposits of gold occurred in the reticuloendothelial system. 
of the kidney and the spleen of the guinea-pig. Experiments 
on animals inoculated with tubercle bacilli were not done. 

For human being, an average dose of 5 grains. of this 
compound ‘calcii aurum’ is prescribed twice daily. The total 
period and dose are not given. The author has treated 22 cases 
of tuberculosis with this compound, of which 9 ca$e reports ate 
given. Out of the 22 cases only two cases died under treat- 
ment and 7 left hospital without completing their course.. 
Except some clinical improvement, the detailed result of the 
treatment is not given. The patients were kept in absolute 
bed rest and the diet consisted of “6 boiled eggs, 3 to 4 pints 
of milk, 2 ounces of tomatoes, 6 ounces of honey, one pint of 
rogi, conjee, rice, ghee, vegetables each day. In case of non- 
vegetarians soup made of goat’s flesh, almonds 4 ounces, bread 
12 ounces, butter 6 ounces and butter milk” were given. One 
expects the weight of a patient to increase with such a diet. 
Of the 9 case reports, a case of spinal tuberculosis and another 
of tuberculosis in cervical glands, are included among the rest 
of pulmonary tuberculosis. The pulmonary cases showed, 
productive changes at the time of discharge. In the absence 
of any control cases, it is difficult to say how much Calcii 
Aurum or bed rest and diet were responsible for the changes 
in the iung. People are apt to forget that we have yet to find 
a better treatment for tuberculosis than rest. The author’s 
claim of 2 ‘Cured’ cases is interesting. In case No. 3 no radio- 
logical evidence is produced to substantiate this claim and in 
case No. 6, the case was discharged as “cured” when the 

(Continued at foot of col. 2, page 44) 








CORRESPONDENCE 


The Editor is not responsible for any views expressed 
by Contributors 


SCABIES (?) AND SULPHONAMIDE THERAPY 
The Editor, Journal of the I.M.A., Calcutta. 


Sir, Mention has frequently been made in medical journals 
as well as in lay press of widespread prevalence of scabies (?) 
in the malaria affected parts of Bengal. Cultures of the 
contents of the eruptions of a large number of such cases made 
by us almost invariably gave a pure growth of hemolytic 
streptococcus. On the basis of this finding we have been, as 
a routine, treating these cases with sulphonamides with uniform 
success. 

A course of urea sulphazide (Union Drug Co.) internally 
six tablets a day for a week and a local application of a 5% 
ointment of the same drug in sterilized vaseline clears up 
most of the cases. A few resistant cases require vaccine. 
Sulphur ointment is absolutely useless in this affection. I 
would, therefore, through this Journal request the authorities 
of relief organisations to supply a sulphonamide drug instead 
of sulphur to their units with proper instructions. I am etc. 


Khfilna, 20-8-44. N. C. Das Gupta, M.BC 


GOVERNMENT SCHOOL OF INDIAN MEDICINE 
The Editor, Journal of the I.M.A., Calcutta. 


Sir, I strongly urge that the indigenous system of 
Ayurveda, Siddha and Unani be merged and synthesised into 
one system of Indian Medicine by taking best from each and 
boldly discarding the useless and obsolete. This step will 
certainly enhance the status of Indian Medicine and at the 

. same time bring -down the top heavy expenditure on the 
school now involved without credit. It may be possible to 
make comparative and synthetic study of the different systems 
of Indian Medicine with the modern (western) system of 
medicine when the school is entirely established for post- 
graduate course with up-to-date equipment. Such a thing to 
be aimed at during the period of undergraduate study for a 
basic qualification in Indian Medicine as it is the case now in 
L.I.M. school is nothing short of building castles in the air. 
Post-graduate work will enable to establish by research 
standardisation and purity test of Indian medicines with 





possibilities for their mass producton. Votaries of Indian 
Medicine should not be of the mind as to treat the medical 
matters of the nature on the basis of theosophy and catholicity 
of religions. They will be doing more harm than good to the 
cause of indigenous medicine. Agitation identifying Indian 
Medicine with national interests should not outrun its real 
usefulness and make us abject slaves to the false notions of 
patriotism and national spirit which are often unwisely stimulated 
with the slogans as “National Medicine at Jeopardy” and so 
on. Why cannot the school completely omit from its curriculum 
Indian physiology, pathology, midwifery and surgery and openly 
follow western lines? It is courage and wisdom. The demands 
made by the students are of great comprehensive nature and 
require thorough consultation with expert leaders of the medical 
profession and also the Provincial and Indian Medical Councils. 
Lay people should leave this serious matter as one beyond their 
sphere of activities and the Government instead of dealing with 
the problem drastically will be doing the right thing by reforming 
it in the lines suggested above. I am etc. 
G. V. HANUMANTHARAO, 


Hony. Secretary, 
Andhra Provincial Branch, I.M.A. 


Guntur, 
10-10-44 
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x-ray report was that the “lesion in the apex had cleared and 
fibrotic changes had taken place” in a bilateral case. What 
about the other side? Moreover the language of the radio- 
logist quoted above is far from satisfactory. For some unknown 
reason the x-ray plates of the case reports are not included in 
the 26 x-ray plates.incorporated in the monograph. Regarding 
the sedimentation rate of the cases the following remark 
appears “Erythrocyte sedimentation rate in most cases which 
were pronouncedly accelerated in the beginning became 
retarded and stayed near about the normal level during the 
entire courses of their treatment”. Such a statement increases 
the confusion without any detailed data. 

The position of chrysotherapy in the treatment of pulmo- 
nary tubefculosis is still controversial. Under these circum- 
stances if under bed rest and qa liberal diet our hospital class 
of patients put on weight with the lung undergoing 
productive changes, it is better not to draw any conclusion 
about the efficacy of a drug in the absence of control cases. 

The paper and printing are good. 

B. P. Neoey. 
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